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Introduction to the Portfolio
This portfolio contains a selection of the work that has been submitted during my 
training as a counselling psychologist over the last three years. It is organised into 
three dossiers which cover academic, clinical, and research work. This portfolio is 
also a personal document of the process of becoming a counselling psychologist. Self- 
reflection is regarded as a key component in counselling psychology and has been 
encouraged throughout my training (British Psychological Society, 2006).
Before I focus on the three dossiers in more detail, I would like to first discuss the 
context that this course fits within my life journey. I hope this will provide a broader 
frame for the reader to understand how my personal experiences and beliefs have 
influenced my academic, clinical, and research work as a trainee counselling 
psychologist.
Mind the Gap
This PsychD is part of a process that started ten years ago with my first degree in 
psychology.
Coming, from a different culture and a different educational system, I was exposed for 
the first time to some of the main ideas and theories of psychology during my BSc in 
Psychology in the UK. I still remember the jolt of enlightenment and my increased 
sense of curiosity after the first lectures on cognitive psychology covering the topic of 
perception. In particular, the idea that what we experience as ‘reality’ is constructed in 
a ‘black box’, our brain, that does not actually directly see, smell, hear, taste or touch 
anything, was compelling to me. What was particularly compelling was the notion 
that the perception of reality is a constructive process.
Plato uses the analogy of a prisoner in a cave to describe the human experience. In his 
famous analogy, humans are like chained prisoners in a cave lighted only by fire 
(Louth, 2007). As various objects pass behind the fire, the prisoners are unable to 
approach the objects because of their chains and so left to perceive them only through 
their shadows that the fire throws on the walls of their cave.
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Although analogies of the brain as a ‘black box’ or the human experience of reality as 
a ‘prisoner in a cave’ at first might seem to highlight the limitations of the human 
brain, I gradually realised that they also encapsulated a great sense of freedom. I 
remember my excitement as I started to realise that these metaphors also implied that 
there is no absolute truth or absolute perception of reality, and that different meanings 
can be assigned to the same experience according to someone’s perspective. For 
example, I could understand why someone could be depressed by perceiving reality in 
a specific way, and also how s/he could change it.
Those early experiences and insights led me after my first degree in psychology to 
complete a diploma in Cognitive Psychotherapy and to work for two years providing 
cognitive therapy to people diagnosed with schizophrenia. Working therapeutically 
with this client group on their perceptions of reality was a challenging as well as an 
inspiring experience on the ability of the brain to construct and reconstruct a sense of 
reality and meaning. An example of that was a male client who experienced 
persecutory voices in his head who believed that they belonged to others, and 
gradually he became able to identify them as part of his own thoughts.
So far I have discussed my early academic and professional experiences and I believe 
that the picture would not be complete if I do not add the personal significance of 
those early insights on reality and meaning had for me. I grew up as a gay man in 
Greece; this experience entailed for me that I continuously encountered a single and 
rigid perspective on reality and truth, from a heterosexual perspective. In addition, I 
often experienced my own understanding and experiences of reality as a gay man in 
conflict with this dominant societal perspective. To this extent, the insight of the 
multiple perceptions and interpretations of reality and the processes involved helped 
me to understand and validate my own experiences and understanding. As a member 
of an oppressed minority group, I grew an interest in the tensions that often developed 
in the gap between individual and societal perspectives of reality.
My personal, academic, and clinical experiences and insights have made me sceptical 
in accepting any single theory as the absolute truth of the human experience and 
nature. Through my experiences of applying cognitive psychotherapy while I was
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working with people diagnosed with schizophrenia, I realised that there were many 
aspects of their experience (e.g., early relationships, social stigma) that were not 
addressed within this specific model. To this extent, I felt that it was time to become 
trained in different therapeutic models and become able to explore and address the 
clients’ needs and difficulties from different perspectives and in multiple ways.
The Academic Dossier
The academic dossier contains three papers that partly reflect my own interests as 
well as the requirements of the course. The first essay on “Life Development” 
discusses the main models of gay and lesbian identity development and how they can 
inform practice, especially with clients at the early stages of their sexual identity 
development. This paper from the first year of training highlights my continued 
interest throughout this training on developing my knowledge on issues related to gay 
sexuality. I found my exposure to the different models of gay and lesbian identity 
development very helpful, especially during the second and third years when I worked 
with a lesbian and a gay client respectively, as issues of sexuality where not addressed 
by the therapeutic models that I was working with at the time, Mentalization Based 
Treatment (Bateman & Fonagy, 2004) and Dialectical Behavioural Therapy (Linehan,
1993).
The second essay discusses Dialectic Behaviour Therapy (DBT) for people with 
Borderline Personality Disorder (BPD). I had chosen to write this paper in an attempt 
to gain a better understanding of this integrative model as it was also the therapeutic 
model within which I practiced in my third year clinical placement. I have been 
surprised by how deceivingly simple this therapeutic model initially appeared, and 
how complex it seemed the more I engaged with it. DBT integrates traditional 
behavioural strategies of change with strategies of acceptance influenced by eastern 
meditation practices (i.e. mindfulness) within a dialectic framework (Linehan, 1993). 
I found particularly engaging to work within this therapeutic model as it not only 
acknowledges the different perspectives of reality between people, but also within the 
same person (in the form of dialectic conflicts). However, it has also been distressing 
working within a model focusing exclusively on behavioural targets and the
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acquisition of skills that seemed to underestimate the importance of the therapeutic 
relationship for personal change and growth.
In the final essay I discuss the different cognitive-behavioural models and their 
therapeutic interventions for auditory verbal hallucinations, for people diagnosed with 
schizophrenia. The idea for this paper initially came when I started working with a 
client who experienced auditory verbal hallucinations in my final year placement. 
While writing this paper I felt like making a full circle by revisiting a clinical area 
where I worked prior to this training. This paper helped me to reflect on the way I 
practiced in the past and how my understanding and practice as a therapist have 
evolved over the last three years.
The Practice Dossier
This dossier contains a brief description of the clinical placements I have completed 
during my training. In the first year, I worked in primary care in an NHS GP surgery, 
providing short-term therapy within a. person-centred framework (Rogers, 1961). In 
the second year, I worked in secondary care providing both individual and group 
therapy to people with long standing psychological and personality difficulties. 
During that year, I worked long-term with clients within the following two different 
psychodynamic approaches: Klein’s Object Relations theory (Klein, 1946); and 
Mentalization Based Treatment (Bateman & Fonagy, 2004). In the final year, I 
worked in tertiary care providing DBT to clients diagnosed with Borderline 
Personality Disorder (Linehan, 1993). In addition, for the duration of this placement, I 
co-facilitated a skills training group.
This dossier also contains my final clinical paper. This paper discusses my learning 
process during the training programme and some of the main shifts that I have 
experienced which influenced my understanding and clinical practice as a counselling 
psychologist.
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The Research Dossier
The research dossier consists of a literature review that I conducted in the first year, 
and two pieces of qualitative research that I conducted in the second and third years 
respectively. This dossier reflects my interest and dedication to develop my 
knowledge and experience, and generate new knowledge on current issues related to 
gay sexuality. During the three years I focused on the following three different areas: 
the opportunities and challenges of gay adoption; the psychosocial impact of HIV- 
drug resistance in a group of gay men; and the psychotherapeutic experiences of gay 
men in Greece.
My interest in exploring three different areas of gay sexuality reflects partly the lack 
of opportunities to specialise on issues of gay sexuality within the other two 
components of the training (clinical and academic), and also my own desire to gain 
exposure to different issues within this field. In addition, I have chosen both of my 
research projects to be qualitative pieces in order to develop a greater insight and 
depth in conducting qualitative research as this is an approach that I would like to 
specialise in, in the future. Finally, both of my research pieces were conducted within 
a phenomenological approach as my main aim was to explore the way individuals 
perceived their experiences and assigned meaning to them.
The literature review focuses on gay adoptive families. The research study of an ex­
trainee focused on lesbian planned families (Touroni & Coyle, 2002), together with 
the legislation changes in the UK at the time enabling same-sex couples to adopt 
jointly contributed to my decision to explore this topic. My main interest has been to 
explore the issues of homosexuality and parenting within this unique family 
constellation.
Within a heteronormative culture dominated by the genetic family ideal, historically 
both gay men and adoptive children have been subjected to social stigmatisation often 
being perceived as second-rate parents and second-rate children accordingly (Modell,
1994). I became interested in exploring the opportunities and challenges of this 
unique family constellation and the potential role of therapists in addressing them 
within counselling psychology. Gay men who want to adopt are likely to be submitted
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not only to heterosexism but also to sexism; as in western societies, women are 
traditionally perceived to be the primary caregivers of children, and parenting is 
almost equivalent to mothering (Mallon, 2004). This was also reflected in the 
literature where the research on gay fathers’ parenting has been limited or secondary 
to larger scale surveys on lesbian parenting (Barrett & Tasker, 2001). Only three 
studies have been conducted with gay adoptive families looking at family functioning 
showing that gay adoptive families function at least as effectively as heterosexual 
adoptive families, and that gay adoptive families might be advantageous with the 
cases of sibling groups and older children. A tentative hypothesis for these early 
findings might be related to the shared socially stigmatised identities of both gay 
fathers and their adoptive children, making such families potentially more effective in 
dealing with issues related to social stigmatisation.
Conducting this literature review helped me to identify assumptions, beliefs, and 
stereotypes I had internalised, perceiving homosexuality and parenting as two 
mutually exclusive concepts. In addition, while conducting this literature review I had 
the opportunity to explore the historic roots of many of the arguments against gay 
adoption based on social representations of gay men as sinners, sociopaths, and/or 
psychopaths, which preceded the more recent representation of gay men as adoptive 
fathers. Furthermore, looking at the history of gay adoption which primarily started 
with the adoption of “HIV babies” who were discriminated against by most 
heterosexual adoptive parents, gay men were among the first to challenge and 
' overcome this discrimination by offering families, and the opportunity for growth and 
development for these children. In the literature^ gay adoptive families are often 
described as ‘social experiments’; however, for me, after completing this literature 
review they represent examples of ‘social miracles’ where stories of impossibility 
(historically and socially) have been materialised giving a new meaning to the 
concepts of family and parenting.
The first research study focuses on the psychosocial impact of HIV-drug resistance 
on a group of gay men. Although the HIV/AIDS epidemic was first reported more 
than two and half decades ago, it is a complex and dynamic epidemic that is 
constantly introducing new challenges. One of the more recent challenges has been 
that of HIV-drug resistance, where the medication fails to suppress the replication of
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the HIV virus increasing the risk for those infected to develop AIDS. I was surprised 
by the breadth of the research on the biological/medical side of this condition and the 
lack of any research study focused on the psychological and social impact of HIV- 
drug resistance for those affected. Curious about the lack of interest in this area and 
the overall silencing of the current realities/challenges of HIV in the wider community 
and the media as I experienced it, I chose to investigate this topic within a group of 
HIV positive gay men.
Kleinman (1988) describes illness as a sponge that soaks significance and meaning 
from a person’s social context and the previous experience of the person’s life and 
illness. Following Kleinman’s (1988) metaphor, I have chosen. Interpretative 
Phenomenological Analysis as an analytic approach aiming to identify the personal 
meaning and significance of living with HIV-drug resistance for the people that I 
interviewed. It had personal significance to me to be able to represent the participants’ 
unique perspectives of their experience together with my own understanding of this 
condition, but in a way that would also allow readers to develop their own 
understanding.
The second research study focuses on the psychotherapeutic experiences of gay men 
in Greece. Often over the last three years I have travelled between the UK and Greece 
and I gradually realised that every time I landed in Greece, I automatically lost many 
of the civil rights I had in the UK because of my sexual orientation. Greece lacks 
many of the laws and civil rights that gay men enjoy in many other countries within 
the European Union (EU) (e.g., same sex couples are not recognised by Greek law; 
gay men are not allowed to adopt children; sexual orientation is not included as a non- 
discriminatory category in the Greek constitution). To this extent, I wondered how 
culture and sexual orientation might influence the experience of psychotherapy for 
gay men in Greece. A search on PsychlNFO and other journal databases for previous 
studies looking at psychotherapy with gay men in Greece showed that no previous 
study has been conducted in this area. In addition, the existent literature on the 
psychotherapeutic experiences of gay men seemed to be regionally and culturally 
limited within the USA and the UK, and mostly based on surveys. This study aimed 
to address the limitations of the existent literature.
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Another aim for doing this study was to explore a different methodological approach 
within a phenomenological perspective that would enable me to address some of the 
experiences I have had in my previous study where I used Interpretative 
Phenomenological Analysis (IPA). What I experienced as a limitation when using 
IP A was that the participants’ stories were broken down to smaller units during the 
process of analysis; and, they seemed to lose their context and coherence in terms of 
the participants’ life story. I have chosen to use narrative analysis in an attempt to 
address this issue and tried to communicate as closely as I could the participants’ 
narratives as they described them within their own phenomenology.
Participants described the following three primary narrative forms: therapy as 
progression; therapy as tragedy; and therapy as dialectic conflict. Furthermore, two 
commonalities were identified in most of the participants’ narratives. Four of the 
participants reported that psychotherapy was their only or main source of support. In 
addition, all participants reported having therapy with heterosexual therapists. The 
paper critically evaluates the impact of psychotherapy on the participants’ identity 
development as gay men, and compares the findings of this study with the existent 
literature.
In contrast to the first study on HIV-drug resistance that introduced many challenges 
in terms of my ‘otherness’ as a researcher to the participants, this study introduced 
many challenges in terms of my ‘sameness’ to the participants. Both of these 
experiences enabled me to reflect and develop further as a researcher on the impact of 
my own frame of reference throughout the research process, whether based on my 
similarities or differences with the participants.
Finally, some documents in this portfolio have been edited after they were submitted 
and marked; however, these changes have been kept to a minimum in order to retain 
and convey to the reader my progress over the last three years while reading through 
it.
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ACADEMIC DOSSIER
Introduction to the Academic Dossier
This dossier comprises three essays that were submitted during the three years of my 
training. The first essay is concerned with ‘Lifespan Development’ and considers how 
gay and lesbian identity development models can inform the practice of counselling 
psychologists. The second essay critically discusses Dialectical Behavioural Therapy 
(DBT) as a treatment option for people diagnosed with borderline personality 
disorder. The third essay critically reviews cognitive-behavioural models and 
therapeutic interventions for people diagnosed with schizophrenia who experience 
auditory verbal hallucinations.
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Critically discuss conceptualisations of gay and lesbian identity development. 
How useful might these conceptualisations be for counselling psychologists 
working with gay and lesbian clients at the early stages of their sexual identity 
development?
Over the past three decades a number of models have been proposed in an attempt to 
encapsulate the experiences of gay men and lesbians in the process of developing 
their identity. Identity development is conceptualised as a life-long process, although 
it is recognised that adolescence and early adulthood are critical periods where issues 
of identity formation and sexuality typically reach a climax (Evans & Broido, 1999). 
The development of identity can be a stressful and confusing process for both 
heterosexual and non-heterosexual individuals. However, for gay men and lesbians 
developing a positive and integrated sexual minority identity within a heterosexist and 
homophobic climate introduces some unique challenges (McCam & Fassinger, 1996). 
This paper critically discusses some of the main models of gay and lesbian (GL) 
identity development, and explores how these models can inform the practice of 
counselling psychologists when working with GL clients1 particularly during the early 
stages of their sexual identity development.
Stage models o f GL identity development
One of the first and most well-known models of GL identity development is that of 
psychologist Vivienne Cass (1979). Her model was proposed only a few years after 
the removal of homosexuality from the official list of mental disorders. It highlights a 
broader shift that took place at the time within mental health professions, moving 
away from perceiving homosexual orientation as an illness and attempting to explore 
the processes that facilitate and promote the development of a positive and integrated 
GL identity.
1 Due to word count limitations, issues on bisexual and transgender identity 
development are not discussed. Readers are referred to Weinberg, Williams and Pryor 
(1994), Fox (1995), and Bilodeau and Renn (2005) for a review on these issues.
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Cass’ (1979) model proposes six stages of development where GL individuals move 
from a stage of confusion (Who am I?), to comparison (I am different), tolerance (I 
am probably gay), acceptance (I am gay), pride (I am proud to be gay) and finally 
synthesis (Being gay is a part of me). According to her model, the development of a 
GL identity starts with a sense of confusion and incongruence for being different from 
the heterosexual norm. These initial stages of GL identity development are 
characterised by feelings of anxiety and fear as the individual realises that he/she 
might not be heterosexual. According to Cass (1979) the first stage of her model 
corresponds chronologically to early adolescence.
Within a short period of time after Cass’s (1979) model, a number of different models 
of GL identity development were proposed, some of which still remain in the 
mainstream (e.g., Troiden, 1979, 1989; Coleman, 1981).
Troiden (1979, 1989) formulated a four-stage GL identity development model 
incorporating the stages of: Sensitization, Identity Confusion, Identity Assumption 
and Commitment. In contrast to Cass’s (1979) model, Troiden (1989) asserts that the 
initial stage (Sensitization) occurs before puberty. Troiden (1979) found that gay men 
recalled feeling socially different prior to the age of 13, even though their experiences 
at the time were not always interpreted as homosexual. Similar to Cass (1979), 
Troiden (1989) emphasises that during the first stages of GL identity development, 
individuals are likely to be confused and experience emotions of shame and fear for 
being different, usually within a general climate of negativity and/or ignorance that 
intensifies these emotions.
Troiden (1989) described a number of ways that GL individuals are likely to attempt 
to cope with their emotions of shame and fear in regards to their sexual identity which 
can hinder or suppress their development, including: denial (rejecting personal same- 
sex feelings, fantasies or behaviours), repair (seeking to eliminate same-sex feelings, 
fantasies or behaviours), avoidance (avoiding personal same-sex feelings, fantasies or 
behaviours by engaging in heterosexual relationships, drug/alcohol abuse, adopting 
anti-homosexual stances etc), or redefinition (redefining their same-sex feelings, 
fantasies or behaviours as a one-off incident, a passing developmental stage towards a 
heterosexual identity, a stage in developing a bisexual identity,). Therapists working
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with GL individuals at the early stages of their sexual identity development can help 
their clients identify their emotions of shame and fear where relevant, and help them 
explore and cope with their emotions in constructive ways.
Coleman (1981) proposed a five-stage model (Pre-Coming Out, Coming Out, 
Exploration, First Relationships and Integration). Similar to previous models, 
Coleman (1981) emphasises that GL individuals during the early stages of their 
identity development (i.e., Pre-Coming Out, Coming Out), are likely to be confused, 
unsure, or unable to identify and communicate effectively to others the complexities 
around the development of a stigmatised, sexual minority identity. This might deprive 
GL individuals from accessing appropriate support at the early stages of their sexual 
identity development, increasing their risk for acting out their feelings of confusion 
and frustration (i.e., through suicide attempts, self-harm, drug and alcohol abuse), or 
these feelings becoming internalised and manifest in terms of depressive or dysthymic 
disorders.
The models discussed above share a common notion that GL identity development 
progresses through a series of stages. Cass (1984) argues that although stage models 
differ in terms of the number of stages they propose and the emphasis they place upon 
them, they all describe common processes: an awareness of being non-heterosexual; 
the presence of homoerotic feelings and desires; a period of testing these feelings and 
desires; the adoption of a label as gay or lesbian; and the self-disclosure to others. In 
addition, stage models seem to share the notion that early stages of GL identity 
development are characterised by feelings of anxiety, fear, and confusion that 
individuals might attempt to resolve in different ways, some of which might disrupt 
the process of identity development and/or put a person at risk (e.g., denial, social 
avoidance, acting out).
Contributions and limitations o f stage models
An important contribution of the stage models was the generation of considerable 
discussion on some of the difficulties and the common processes many individuals 
experience in the process of developing a gay or lesbian identity. In addition, stage 
models offered a more elaborate conceptualisation of GL identity development in
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comparison to previous simplistic conceptualisations of the ‘coming out’ process as a 
single event/stage (DeMonteflores & Schultz, 1978). However, although stage models 
set a basis for exploring common issues of GL identity development, they have been 
criticised for their limitations.
One of the main limitations of the stage models relates to the assumption of GL 
identity development as progressing over a series of stages, which does not always 
correspond to the complex and diverse experiences of many GL individuals (Tasker & 
McCann, 1999). Furthermore, stage models seem to assume a correspondence 
between the different stages of sexual identity development and a person’s 
chronological age, which might not be the case for many GL individuals who, due to 
societal oppression, might start to develop their sexual identity at a much later stage in 
life.
In addition, there are some sampling problems. Common to the study of any 
stigmatised identity development, individuals in the first stages of GL development 
are underrepresented. The assumptions that most of the GL models hold for the early 
stages of GL identity development have been developed based on retrospective 
accounts of GL adults about their childhood and adolescence (Zera, 1992). 
Furthermore, most models are based on the experiences of Caucasian gay males, 
limiting their application to other groups within the GL communities.
Furthermore, stage models assume that total self-disclosure is related to GL identity 
development advancement, which can be problematic. Cain (1991) argues that this 
assumption ignores that GL individuals have to manage potentially stigmatising 
information regarding to their sexuality and may choose to address the choice to 
retain their sexual identity foreclosed in different social settings (i.e. work, church), 
regardless of their level of identity development.
Finally, it should be highlighted that these conceptualisations were constructed within 
a specific historical and cultural context during the late 20th century and do not 
represent later social developments and their potential impact on developing a GL 
identity (e.g., same-sex civil partnership, GL adoption). These limitations do not 
discredit the importance of the formulations suggested by stage models for the
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development of GL identity, but they set a frame of realistic expectations, especially 
for practitioners who work with GL clients.
Alternative conceptualisations o f GL identity development
More recent GL identity development models seem to focus on ‘phases/processes’ 
rather than ‘stages’ and to emphasise the social dimensions of identity development, 
providing some alternative conceptualisations.
McCam and Fassinger (1996) proposed a model that emphasises the distinction 
between personal and group sexual minority identities. Based on their model, GL 
identity development can be conceptualised as two parallel but reciprocal branches of 
Individual Sexual Identity Development and Group Membership Identity 
Development. Both branches consist of the same four phases: i) Awareness, ii) 
Exploration, iii) Deepening/Commitment and iv) Internalisation/Synthesis.
The term ‘phase’ highlights a more fluid process of GL identity development. 
According to their model, GL identity development is conceptualised as continuous 
and circular where an individual might progress at various phases at a personal and 
group level or skip a phase altogether. Furthermore, events such as the beginning of a 
new relationship or a new group membership can re-activate this process (Miller, 
Bobner & Zarski, 2000). One of the most important aspects of this model is the 
emphasis they placed on the internalised negative attitudes gay men and lesbians 
might hold about themselves and other GL individuals (internalised homophobia), and 
how such attitudes can complicate the development of an integrated GL sexual 
identity.
D’Augelli (1994) recognises that no model or theory on GL identity development can 
fully address the intersections and complexities of non-heterosexual identities, and 
proposed a framework that potentially represents a wider range of experiences. His 
framework of understanding and exploring GL identity development focuses on six 
processes that operate independently and are not ordered in stages: Exiting 
heterosexuality; Becoming a GL offspring; Developing a personal GL identity; 
Developing a GL social identity; Developing a GL intimacy status; and Entering a GL
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community. D’Augelli (1994) emphasises the impact of the different social contexts 
(e.g., in education, work) within which individuals develop a GL identity, including 
the role of the family context that most other GL identity models have ignored. In 
addition, he argues that GL identity development can be more fluid or static at 
different times throughout life, and similar to other frameworks that it can occur 
concurrently in multiple paths.
GL identity development and issues o f diversity
Conceptualisations of GL identity development have been enriched furthermore by 
recent research studies looking at the diverse accounts from the various subgroups 
within the GL communities. Early models of GL identity development, especially 
stage models, have been criticised for ignoring the impact of the ethnic and cultural 
contexts on GL identity development, and for treating GL communities as a 
homogenous group (Coyle & Kitzinger, 2002). The following section provides a brief 
account of studies looking at how characteristics such as race, ethnicity, 
physical/mental ability, religion and gender intersect with GL identity development.
Deverell and Prout (1995) in a study with black gay males found that sexual identity 
was not always a predominant identity component. Their participants hold more than 
one identity component central and kept attached to differing communities, both in 
terms of their race and in terms of their sexual orientation. Similarly in terms of 
ethnicity, Phellas (2001) in a study with second-generation gay Greek-Cypriot men in 
London, found that participants often conceptualised their identity primarily in terms 
of their relationship with family, peers and their ethnic community and not through 
their sexual identity2.
Thompson and Bryson (2001) looking at the accounts of GL identity development in 
individuals with developmental disability, found that they often experienced double 
stigmatisation; because of their sexual identity by their families, carers and the wider
2 Multiple GL identities in terms o f race and/or ethnicity can lead to multiple developmental paths, 
such as assimilation (low sexual identification/high racial-ethnic identification), integration (high 
sexual identification/high racial-ethnic identification), separation (high sexual identification/low racial- 
ethnic identification) or marginalisation (low sexual identification/low racial-ethnic identification 
(Crawford et al, 2002).
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community, and because of their disability by GL communities. Their participants 
seemed to hold a double minority status and reported greater minority stress.
Also, Yarhouse and Tan (2005) in a study with GL Christians found that the 
development of an explanatory framework that could encompass both religion and 
homosexuality was one of the most important aspects for the development of an 
integrated GL identity in this group.
Finally, although women’s non-heterosexual identity development has often been 
perceived as parallel to that of non-heterosexual men, studies highlight certain 
differences. For example, women are more likely to ‘come out’ as lesbians and to 
have intimate same-gender experiences at somewhat later stage (Brown, 1995; Sears, 
1989). Furthermore, it is more likely for young lesbians to engage in a romantic 
relationship that has evolved from a same-sex friendship based on emotional 
intimacy, in comparison to young gay males (Dube, Savin-Williams & Diamond, 
2001).
GL identity models and psychotherapeutic interventions
Although different models hold different conceptualisations of GL identity 
development, Broido (2001) argues that practitioners should positively affirm their 
clients’ experiences of developing a GL identity whether it is conceptualised as stable 
or fluid, central or not. Also, Cain (1991) warns that although models of GL identity 
development can help counselling psychologists to identify certain concerns and 
conflicts often common among GL individuals, their rigid application especially at the 
early stages of identity development might cause more frustration, and even possible 
harm to the clients’ self-esteem and self-concept as they might not correspond to the 
clients’ experiences.
Tasker and McCann (1999) support that therapists working with GL clients should 
first assess to what extent the presenting problems are related or not to their sexual 
identity. If they are related therapists can assess the phase of GL identity 
development, how the development of their sexual identity intersects with other
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aspects of their identity (race, ethnicity, ability, religion, social status etc), and the 
available support from family, peers and the gay community.
Scrivner and Eldridge (1995) argue that counselling psychologists working with GL 
clients can play a key role in two main decision points, highlighted by most models of 
GL identity development, on issues of self-definition and disclosure.
In terms of self-definition, denial or avoidance are the most common initial responses 
to the experience of homoerotic feelings and desires (Troiden 1989). GL individuals 
are likely to have internalised negative social stereotypes towards homosexuality 
based on prejudice and lack of knowledge throughout their development. McCarn and 
Fassinger’s (1996) model emphasises that counselling psychologists should explore 
the clients’ internalised negative attitudes towards themselves and other GL 
individuals and where appropriate to use psycho-educational approaches to challenge 
them and infuse them with more accurate information.
Different GL identity models conceptualise disclosure in different ways in terms of 
total or selective disclosure, and place different levels of importance to it. However, in 
practice it seems more important to focus on the clients’ own goals and experiences. 
Both the foreclosure or disclosure of GL identity can be a very stressful experience. 
Social strategies that individuals might apply to foreclose their sexual identity such as 
social isolation, passing (as heterosexual) and compliance which might minimise 
social negative consequences they can have potentially detrimental impact on 
psychological well-being (Breakwell, 1992). Counselling psychologists can introduce 
gradual self-disclosure with respect to the client’s own goals and fears, intergroup 
adaptive strategies such as joining a support group or an awareness-raising group that 
could facilitate the development of an integrated GL identity.
The disclosure of a person’s GL identity can take place within the family, with peers 
and the wider social context (Tasker & McCann, 1999). D’Augelli’s (1994) 
framework emphasises the processes of becoming a GL offspring and developing a 
social GL identity, as important aspects of developing a GL identity. However, 
disclosure can entail both risks and gains. Especially with young GL clients who are 
still depended on their parents, their disclosure to family needs careful consideration
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and preparation. Unlike, other minority groups where all members of the family share 
the same minority status in most cases GL youths are brought up in heterosexual 
families representing a minority within their own families. Among the potential risks 
of disclosure are the withdrawal of emotional and financial support from the family, 
and an increased risk of verbal and/or physical abuse (Pilkington & D’Augelli, 1995). 
Among the potential gains of disclosure is the development of closer and supportive 
relationships that can foster the development of an integrated GL identity. The family 
support can also extend to the wider family network and other social contexts. The 
disclosure to peers and other social groups can equally entail the risks of social 
exclusion and victimisation or the gains of acceptance and support. Counselling 
psychologists can facilitate GL clients in assessing the potential risks and gains of 
disclosing their sexuality in different settings and the way of achieving this, when it 
fits with the client’s own goals.
Conclusion
It becomes apparent that there is no single path to GL identity development and there 
is no single model or theory that fully addresses the complexities and diversity of this 
process. Early GL identity models highlight the common challenges and processes 
that GL individuals are likely to go through in their process of developing a socially 
stigmatised sexual identity. In contrast, more recent GL identity development models 
address the differences among the GL communities and the fluidity in the process of 
developing a GL identity. In addition, as highlighted by most GL identity 
development models, it is not only the societal dynamics that play an important role, 
but also how these dynamics are internalised by the individual. The multiple 
combinations of these influences give shape to the unique and complex identity of a 
gay or lesbian individual. Broido (2001) puts this eloquently by stating that 
counselling psychologists should be “open to multiple interpretations of identity” and 
“ ...increase their tolerance to ambiguity” (p. 29). It seems important that therapists 
use the various GL identity development models as tools to illuminate and gain 
psychological insight into their clients’ process of developing their sexual identity by 
affirming the common challenges faced by many GL individuals, but also honour 
their differences.
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A critical discussion of Dialectical Behavioural Therapy for people diagnosed with 
Borderline Personality Disorder.
Dialectical Behavioural Therapy (DBT) is one of the leading recommended treatment 
options for people diagnosed with borderline personality disorder in the UK (NIMHE, 
2003). The aim of this paper is to discuss the theoretical framework of DBT, and 
critically evaluate its potential contributions and limitations in the quest for 
understanding and working therapeutically with people diagnosed with borderline 
personality disorder (BPD). As a therapist working in a specialist service using DBT with 
people diagnosed with BPD, I have also included some of my clinical experiences. This 
paper is divided into three main parts covering: the main characteristics and the
diagnostic criteria for BPD; the theoretical framework of DBT and its assumptions in 
terms of the aetiology, psychopathology, maintenance and treatment of BPD; and finally, 
a review of the existent literature on DBT.
The face of BPD: characteristics and diagnosis
Characteristics o f BPD
BPD occurs in 1-2% of the general population, mostly young women, and is one of the 
most common personality disorders in clinical settings (Gunderson, 2001; Swartz et al., 
1990). A great concern for people diagnosed with BPD is the mortality rate associated 
with suicide, which is estimated at being 50 times higher than that of the general 
population (Skodol, Gunderson & Pfohl et al., 2002). The DSM-IV categorises BPD as 
an underlying pervasive condition (Axis II) that affects most areas of a person’s life 
(APA, 1994). The following clinical case provides a brief description of the experience of 
living with BPD from an individual client’s perspective and highlights some of the main 
characteristics of the disorder.
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Mr X was a man in his early thirties with a history of severe self-harm since his late 
childhood (severe self-cutting, head banging, hair pulling). He was put in care from an 
early age and had changed numerous families until early adulthood. In addition, Mr X 
reported that as a child he was sexually abused by an adult man. He described self-cutting 
as his way of coping with the “pressure” in his head when he became too “anxious” or 
“distressed”. He argued that on such occasions the “physical pressure” had to be released 
somehow as otherwise his head would almost “explode” from the intensity. In addition, 
he reported that he had a long history of substance and alcohol abuse as he found that 
they “helped” him to “numb” his emotions most of the time. In therapy, Mr X described 
himself as a “humanoid”, having a “human façade” but feeling “empty inside” as he 
could not recognise any of his feelings. He reported that in social situations he tended to 
mimic the facial expressions of other people trying to “pretend” an emotional response as 
he could not identify any of his emotions. Mr X was referred to our service after a severe 
self-harm incident. Mr X was assessed at our service and was given a diagnosis of BPD 
before being offered DBT. DBT uses the same criteria as DSM-IV to describe BPD 
(APA, 1994).
Diagnosis o f BPD
According to DSM-IV (APA, 1994), BPD is characterised by emotional dysregulation, 
instability in personal relationships and sense of self. In addition, people diagnosed with 
BPD often have a history of acting impulsively. According to DBT, although the lives of 
people diagnosed with BPD often seem chaotic and problematic in most areas, the core 
underlying characteristic is emotional dysregulation. Furthermore, emotional 
dysregulation seems to be maintained as people diagnosed with BPD often engage in 
impulsive and self-destructive coping strategies that perpetuate and multiply their 
problems rather than resolve them. In Mr X’s case, his attempt to momentarily regulate 
his emotions through impulsive acts such as self-stabbing or drug and alcohol abuse, 
introduced additional problems (e.g., scaring, debts, intense physical pain) increasing his 
emotional vulnerability and maintaining this vicious circle.
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A diagnosis is given when a person meets for a significant period of time, five or more of 
the nine criteria of BPD described in DSM-IV. These include: frantic efforts to avoid 
abandonment; a pattern of intense interpersonal relationships; unstable sense of self; 
impulsive behaviour; recurrent suicidal or self-mutilating behavior; affective instability; 
chronic feelings of emptiness; inappropriate anger; and transient, stress-related paranoid 
ideation or severe dissociative symptoms.
Diagnostic issues
The use of a diagnostic classification system such as DSM-IV has a number of 
advantages. For example, it helps in assessing potential users of specialist services, and 
provides a framework that enables researchers to develop treatments for specific clinical 
groups as in the case of DBT for people diagnosed with BPD (e.g. Koerner & Linehan, 
2000). However, the use of DSM-IV for personality disorders also raises a number of 
dilemmas.
DSM-IV adopts a categorical classification of personality disorders. The main underlying 
assumptions of this approach are that the clinical presentations within a given category 
are homogenous, and that the boundaries between different categories are clear.
In regards to inter-group homogeneity in BPD there is an issue of reliability, as there are 
over 100 potential ways to meet the DSM-IV diagnostic criteria for BPD, which results in 
numerous and diverse clinical presentations falling under the same category (Amtz, 
1999). In addition, the high rate of co-morbidity indicates that BPD represents a broad 
and heterogeneous group of people that do not always fit neatly in a single category 
(Numberg et al., 1991). Fyer et al. (1988) found that in a sample of 180 people with a 
BPD diagnosis, just 8% had only the BPD diagnosis, 46% had one additional diagnosis 
and another 46% had two or more. The wide range of clinical presentations under the 
category of BPD introduces problems for the evaluation of treatments for this clinical 
group, as well as for the implementation of research findings into clinical practice.
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Furthermore, there is a question of validity. Personality disorders in DSM-IV are 
classified both by patterns of a person’s internal experiences, and by cultural expectations 
in terms of behaviour. To this extent, it is unclear whether DSM-IV assesses personality 
disorder (i.e. traits) or social deviance (i.e. behaviour) (McMurran, 2002). This is 
particularly important for minority groups that could be potentially discriminated against, 
within this framework. For example, in the case of gay men and lesbians, where their 
sexual identity development is in some cases delayed due to societal heterosexism and 
homophobia, certain behavioural patterns (e.g. sexual exploration) or a fragile sense of 
self, can present much later in their lives which might be regarded atypical in comparison 
to the heterosexual norm (Greene, 1997).
Finally, according to NIMHE (2002), BPD is diagnosed more frequently in females than 
in males, and in black people than in white people. Whether this is due to differences in 
prevalence or biases in diagnosis it is unclear. Practitioners should be attentive to the 
influence of stereotypes and cultural norms when considering diagnoses, especially with 
members of minorities and/or socially oppressed groups.
The theoretical framework of DBT
The “bio-social” model o f BPD
One of the main difficulties in assessing and defining BPD is that its aetiology remains 
unknown. Different theoretical schools and professions offer different interpretations for 
the development and maintenance of BPD. Historically the arguments fall in the 
dichotomy of ‘nature’ versus ‘nurture’. However, studies looking at environmental 
factors such as history of intense anxiety, aggression, and sexual or physical abuse (e.g. 
Kemberg, 1975; Herman et al., 1989; Stone, 1990; Goldman et al., 1992; Weaver & 
Clum, 1993); as well as studies exploring biological factors such as the function of the 
limbic system (e.g. Teicher et al., 1993) indicate that both environmental and biological 
factors are likely to contribute to the development of BPD.
29
DBT proposes a ‘bio-social’ model for the development of BPD where the interaction 
between biological and psychosocial factors contributes to pervasive emotional 
dysregulation, which underlies BPD symptoms. Looking at the biological factors, DBT 
supports that for some individuals a vulnerability of their autonomic nervous system 
makes it react excessively to even low levels of distress, while it also takes longer than 
average to return to baseline. Linehan (1993) describes that people diagnosed with BPD 
are like people with a third-degree bum or no ‘psychological skin’, which makes them 
highly vulnerable to the slightest emotional stimuli, experiencing intense pain and having 
great difficulty to overcome it.
However, DBT supports that it is the combination of biological vulnerability and the 
existence of an early invalidating environment that contribute to the development and 
maintenance of BPD. An invalidating environment is characterised by a pattern of 
extreme, inappropriate, erratic or indifferent responses to a child’s private experiences. It 
is hypothesised that invalidating environments foster emotional dysregulation, as the 
child does not learn to label and regulate his/her own emotions. In addition, in such 
environments children might need to express extreme behaviours in order to have their 
emotions acknowledged establishing specific behavioural patterns.
In Mr X’s case, self-cutting and self-stabbing since his late childhood can be seen as 
extreme and dramatic displays of his emotions that could serve a communicative function 
towards his caregivers, establishing a life-long behavioural pattern. In addition, his 
experience of sexual abuse and the repeated change of caregivers are extreme examples 
of invalidation of his emotional needs as a child that seem to relate to his difficulty to 
identify and regulate his emotions. Other examples of prototypic invalidating 
environments are those where parents are limited in their ability to imitate their children’s 
emotionally expressive behaviours or those where societal gender stereotypes invalidate a 
child’s emotional experiences as atypical or inappropriate (for example the experience 
and expression of anger in girls/women) (Linehan, 1993). Furthermore, an invalidating 
environment increases the vulnerability of a child as s/he internalises invalidation in the 
form of ‘self-invalidation’, maintaining that person’s vulnerability throughout life.
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The main theoretical components o f  DBT
DBT was developed by Marsha Linehan out of her “failed attempts” in applying 
traditional CBT to chronically suicidal clients in the 1970’s (Dimeff & Linehan, 2001, 
p. 10). It seemed that the main difficulty was the exclusive focus on change, which clients 
often experienced as invalidation of their previous experiences and their current 
difficulties, leading to increased distress and high rates of withdrawal from treatment. 
DBT introduced an integrative approach to clinical work with people diagnosed with 
BPD, interweaving change strategies, as in traditional CBT, with strategies of acceptance 
influenced by eastern meditation practices (Linehan, 1993). The integration of what 
might be initially perceived as contradictory processes (acceptance -  change), takes place 
within a dialectic framework that emphasises the synthesis of opposites. This section 
explores some of the main similarities and differences between DBT and other 
therapeutic models, and discusses the concepts of acceptance, validation, and dialectics 
within DBT.
In DBT, similar to CBT, emphasis is given on the use of self-monitoring tools and 
homework, and the use of change strategies (e.g., skills training, behaviour analysis, 
solution analysis). However, in contrast to traditional CBT that places its emphasis on the 
different levels of cognitions (e.g. automatic thoughts, assumptions and schemas), in 
DBT the emphasis is on behaviours. The main therapeutic aim in DBT is the reduction 
of problematic behaviours through the acquisition of adaptive behavioral skills for 
emotional regulation (Kiehn & Swales, 1995).
A unique characteristic of DBT is that it weaves together change strategies with 
acceptance strategies. Influenced by Zen philosophy and the practice of mindfulness, 
DBT acknowledges that for change to occur, a client needs first to accept the disturbing 
emotions and thoughts for what they are, without avoiding them or becoming 
overwhelmed by them. I have found the practice of mindfulness with clients a very 
powerful tool that helps clients to focus, identify and accept the different components of 
their experience not only at a rational level as thoughts, but also in terms of physical
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sensations, feelings, and/or action urges. Another key process in DBT that communicates 
and facilitates acceptance at relation level in therapy is that of validation. According to 
the bio-social model, invalidation plays a key role in the development of BPD. To this 
extent, the process of validation within the therapeutic relationship becomes a key factor 
for therapeutic change.
Linehan (1999) suggests that validation can occur at six different levels within the 
therapeutic relationship: through the therapist’s careful listening and reflection of the 
client’s experiences; when therapists communicate un-verbalised material to their clients; 
when therapists facilitate their clients’ understanding of their experiences and themselves; 
and when therapists believe in their clients’ ability to create a life worth living. Linehan 
(1997) argues that although validation requires and encompasses empathy, it is broader 
than empathy. It can be argued that the different levels of validation as described by 
Linehan (1989) seem to encompass the concepts of empathy, congruence and self- 
actualisation as described within person-centred therapy (Rogers, 1977). However, 
although validation in DBT might seem quite similar to person-centred therapy in theory, 
in practice they differ in significant ways. Validation in DBT takes place within a 
behavioural framework perceived as a skill used conditionally by the therapist to increase 
the clients’ commitment and adherence to therapy and change. DBT therapists can use 
alternatively validation or irreverence as skills to facilitate behavioural change in clients.
DBT, adopts a dialectic framework for combining strategies of change and acceptance. 
The term ‘dialectic’ is derived from philosophy and science, and refers to a form of 
argument. According to the dialectic worldview, within each one of us and within our 
relationship with others, we often encounter opposing arguments on a similar issue (a 
‘thesis’ accompanied by an ‘antithesis’). The aim within dialectics is to achieve a 
‘synthesis’ of the opposites, identifying a common ground between the extreme positions. 
In dialectics, approaching the middle way between extremes is a constant process. From 
this perspective, truth is not absolute but is constructed, interrelated and ever-changing. 
In DBT, some of the main symptoms of BPD and its main feature of instability are 
considered to be dialectic failures where clients move between extreme, rigid positions 
(‘thesis’ - ‘antithesis’), having difficulty to integrate them into a more balanced, dialectic
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position. An example of that are clients who shift between the extremes of total 
avoidance and fusion with their emotion. In this context, therapeutic change and 
psychological health are achieved through the process of synthesis of the polarities a 
client experiences (internally and externally). The concept of synthesis of the extreme 
positions as a sign of psychological health seems similar to Klein’s object relations 
theory, where mental illness is perceived as a position where the self and others are 
perceived in extreme ways either as ‘all good’ or ‘all bad’ (paranoid-schizoid position). 
Similarly, in Klein’s theory mental health is perceived as a position where the extremes 
of ‘good’ and ‘bad’ are perceived as co-existing (depressive position), or according to 
DBT in synthesis (Gomez, 1997).
Furthermore, DBT proposes a dialectic approach to what identifies as the three different 
states of mind; ‘emotion mind’, ‘wise mind’ and ‘rational mind’. ‘Wise mind’ is the 
combination of both ‘emotion mind’ (emotion driven) and ‘rational mind’ (rule driven). 
The aim in DBT is to help clients access ‘wise mind’ using in a balanced way both their 
emotions and their internalized rules. DBT’s three states of mind and their function seem 
similar to Freud’s structures of ID, Ego and Superego where the aim is also the 
balance/integration of emotions (ID) and rules (Superego) through the ID (Freud, 1962).
Modes and structure o f DBT
Linehan et al. (1993) argues that the main functions of DBT is to increase clients’ skills 
and motivation, ensure generalization of skills, increase therapists’ skills and provide an 
environment where these functions are reinforced. DBT is delivered in a number of 
modes that address these functions through skills training groups, individual therapy 
sessions, telephone consultation and consultation meetings among therapists.
DBT is structured in five stages, each with specific targets: a pre-commitment stage, 
orientating the client to the model and leading to a common therapy contract; the first 
stage of therapy that focuses on the reduction of dysfunctional behaviours through the 
acquisition of behavioural skills; the second stage that focuses on past-trauma, and the
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last two stages that focus on self-esteem and existential issues respectively (Linehan,
1993). Clients can exit therapy after the first stage of therapy or continue past-trauma 
work with another type of therapy.
Empirical evidence
DBT has gained widespread popularity as a therapeutic approach for BPD, but some 
researchers suggest that this is not due to sufficient evidence of its effectiveness and that 
its reputation runs ahead of its data (e.g., Scheel, 2000; Corrigan, 2001).
To date, seven randomized clinical trials have been conducted looking at the 
effectiveness of DBT for people diagnosed with BPD. DBT was found equally or 
significantly more effective than the control condition (Linehan et al., 1991; 1999; 2002; 
2006; Turner, 2000; Koons et al., 2001; Van den Bosch et al., 2002). Furthermore, some 
research studies have explored DBT and its applicability with BPD and/or other disorders 
that involve emotional dysregulation, including: BPD alongside binge-eating disorder, 
which showed that 89% of the sample ceased to binge at the end of treatment (Telch et 
al., 2001); chronic depression in older adults that showed improvement in dealing with 
stressful events (Lynch et al., 2003); with suicidal adolescents that showed a reduction in 
the vulnerability factors for suicide (Katz et al., 2004); and with people with BPD in 
crisis settings that showed reduction in depression and hopelessness (McQuillan et al., 
2005). Across studies, DBT has resulted in reduction of self-injurious behaviour, suicide 
attempts, suicidal ideation, hopelessness, depression, interpersonal instability, aggression, 
and bulimic behaviour.
However, these results have to be considered with caution given the limitations of the 
current literature based almost exclusively on females and mostly based on small samples 
where minority groups have been under-represented. Furthermore, another issue relates to 
the generalisability of the effectiveness of DBT from clinical trials to community 
treatment programs where clients present with high axis I and II comorbidity. In addition, 
despite the empirical support for the efficacy of DBT the proposed mechanisms of
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change, such as the use of mindfulness skills or the use of different levels of validation 
have not been empirically tested.
More recently, two other RCT’s have been conducted looking at the efficacy of other 
multicomponent treatments of BDP, which though appeared promising, are yet to be 
replicated (Bateman & Fonagy, 1999; Giesen-Bloo et al., 2006).
Conclusion
DBT seems to achieve a delicate dialectic balance between the major psychotherapeutic 
schools and eastern practices of Zen, creating a unique combination out of existing 
theories, practices and therapeutic interventions. In terms of practice, it balances 
acceptance with change, by validating the client’s phenomenology but also introducing 
DBT’s frame of reference for change. Current research suggests that DBT can be 
effective for people with BPD but there are a number of limitations in the literature than 
one has to consider given the diversity and complexity of the clinical presentations of 
BPD. In regards to my clinical experience of using DBT, I found particularly helpful the 
use of dialectical interventions enabling clients to identify and address constructively 
their internal conflicts within a non-judgmental, dialectic framework. However, it has 
also been distressing working within a therapeutic model that focuses exclusively on 
behavioural targets and skills, which seems to dismiss or ignore the idea that 
psychological growth is a relational process rather than a behavioural exercise of skills 
acquisition.
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Voices in the head: A critical review of cognitive-behavioural models of Auditory 
Verbal Hallucinations (AVH) for people diagnosed with schizophrenia
Auditory verbal hallucinations (AVH) involve the experience of hearing voices 
without an actual external stimulation. AVH are the most common symptom in people 
diagnosed with schizophrenia with a prevalence rate estimated at up to 75% within 
this group (Slade & Bentall, 1988; Nyani & David, 1996). AVH are also one of the 
main causes of distress to people diagnosed with schizophrenia (Wykes, 2004). 
Looking at suicide risk and AVH, Falloon and Talbot (1981) found that one in four of 
their subjects had made a serious attempt at suicide in response to AVH. Although 
AVH are usually related to mental illness, they are also present in non-clinical 
populations with surveys estimating the life-time prevalence of AVH in the general 
population ranging from 10% to 20% (Shergill et al., 1998). This paper focuses on 
AVH experienced by people with a diagnosis of schizophrenia, and discusses the 
theoretical understanding and therapeutic approaches for AVH within cognitive- 
behavioural therapy (CBT). .
Cultural and personal contexts o f AVH
Examples of people experiencing AVH have been reported throughout history and in 
most cultures. However, although AVH are a universal phenomenon there are cultural 
and ethnic variations in their experience and meaning. For example, Wahass and Kent 
(1997a), looking at community attitudes toward AVH in Saudi Arabia and the UK, 
found that those living in Saudi Arabia were most likely to believe that AVH were 
“caused by Satan or due to magic”, while the UK sample were more likely to report 
schizophrenia or brain damage (p. 175). Ahzar, Varma and Hakim (1993) looking at 
the phenomenology of AVH among people with a diagnosis of schizophrenia found 
differences between culture groups within the same country. In my clinical practice, I 
have also encountered individual differences among clients in the interpretation of 
their experience of AVH with them being perceived as a sign of relapse, a form of 
punishment, a special ability, a religious experience or a total mystery.
41
In this paper AVH are discussed as one of the positive symptoms of schizophrenia. In 
schizophrenia symptoms are typically divided into positive symptoms (e.g., auditory 
hallucinations, visual hallucinations, delusional beliefs, disorganized speech, chaotic 
behaviour), and negative symptoms (e.g., flat, catatonic affect). According to the 
Diagnostic and Statistical Manual of Mental Disorders IV (DSM-IV) the diagnosis of 
schizophrenia requires at least 1-month duration of two or more positive symptoms, 
unless hallucinations or delusions are especially bizarre, in which case one alone 
suffices for diagnosis (APA, 1994).
The characteristics o f A VH
AVH can vary among individuals in terms of their characteristics in a number of 
ways. These include the number of voices an individual experiences, the content of 
what the voice/s say, the characteristics of the voice or the source of emission. The 
experience of AVH can be either distressing or pleasurable, usually depending on 
what the voice/s are saying. Nyani and David (1996) argued that, in schizophrenia, the 
content of AVH is usually abusive, contributing to, and maintaining, depression and 
low self-esteem in individuals.
During the last decade there has been an attempt to identify major dimensions of the 
clients’ overall experiences of AVH using multivariate statistical analyses (e.g. 
Haddock et al., 1999; Singh, Sharan & Kulhara, 2003; Hayashi et al., 2004). The aim 
of this area of research is the simplification and categorisation of the complexity and 
heterogeneity of the clients’ experiences of AVH to a small number of common 
characteristics/dimensions that could inform theory and clinical practice. One of the 
most recent studies conducted by Oulis et al. (2007), taking into consideration the 
findings from previous studies in this area, identified 5 main characteristics of AVH 
in terms of severity (duration and length), impact on affect and behaviour, rate of 
intrusion to sense of self, delusional elaboration (lack of insight and belief in the 
objectivity o f the emission source) and level of similarity to normal auditory 
perception (homogeneity, localization and clarity of content).
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In Oulis et al.’s study there seems to be a pattern between AVH characteristics and the 
duration of the illness (Oulis et al., 2007). Individuals with a shorter duration of 
illness reported greater impact of AVH on affect and behaviour, and greater intrusion 
to the sense of self, while individuals with a longer duration of illness displayed 
higher levels of delusional elaboration and lower levels of depression. These findings 
indicate the need for different therapeutic goals at different stages of the illness, 
targeting different characteristics of the experience of AVH.
Treatment options for AVH
The most common first line treatment for AVH is antipsychotic medication. However, 
a number of studies indicate that between 25% and 50% of individuals with a 
diagnosis of schizophrenia on antipsychotic medication still experience residual 
positive symptoms such as AVH (Kane & Marder, 1993; Pantelis & Barnes, 1996; 
Wierslna, Nienhuis & Sloof, 1998). Given the high rate of resistance to antipsychotic 
medication, psychological intervention play a significant role in the treatment plans of 
individuals diagnosed with schizophrenia who experience AVH.
Many of the available psychological interventions targeting the positive symptoms of 
schizophrenia (including AVH) have been adapted from cognitive-behaviour therapy 
(CBT). CBT is the recommended psychological treatment for schizophrenia according 
to the UK National Institute of Clinical Excellence (NICE, 2002). The efficacy of 
individual CBT for schizophrenia has been supported by a number of controlled trials 
and meta-analyses (e.g., Norman & Townsend, 1999; Pilling et al., 2002; Bustillo et 
al., 2001; Gould et al., 2001). Furthermore, follow-up studies have demonstrated that 
the benefits of individual CBT are maintained longer compared with other forms of 
treatment (Tarrier et al., 1999; Sensky et al., 2000). In addition, a number of studies 
have specifically demonstrated the efficacy of individual CBT for AVH in terms of 
long-term benefit (e.g. Kuipers et al., 1998; Tarrier et al., 2001).
The success of individual CBT for schizophrenia within a climate of limited resources 
and high demand, has led to the investigation of more efficient ways of administering
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CET. A limited number of studies have investigated the efficacy of group CBT for 
schizophrenia, indicating that it has an effective outcome for schizophrenia (e.g., 
Gledhill et al., 1998; Chadwick et al., 2000; Lecomte et al., 2003; Trygstad et al., 
2002; Perlman & Hubbard, 2000). However, these findings have to be treated with 
caution as the majority of these studies were uncontrolled. Wykes et al. (1999) argued 
that in the case of other well-researched clinical conditions such as social anxiety and 
depression, group CBT has been shown to be less effective in comparison to 
individual CBT. However some researchers argue that the loss of effect size is offset 
by the greater number of individuals receiving treatment (e.g., Morrison, 2001). 
Although this is part of a broader ongoing debate for the best utilisation of resources 
within the National Health System (NHS), the group modality in auditory 
hallucinations has a long history in the UK where consumer groups have successfully 
established self-help support groups. Groups such as the ‘Hearing Voices Network’ 
have been in existence for almost two decades.
Furthermore, group CBT seems a promising treatment option for AVH, as it provides 
some unique benefits in comparison to individual CBT. The experience of AVH can 
reduce the individual’s ability to engage in conversation with others and can increase 
social isolation. Such issues can be directly addressed in a group setting. In addition, 
groups provide the opportunity for individuals to compare and contrast their beliefs 
about their experiences of AVH with other individuals which can aid the process of 
restructuring dysfunctional assumptions and beliefs about their experience. 
Furthermore, groups can become a useful resource in terms of coping strategies for 
AVH between participants. However, group settings can also provoke high levels of 
anxiety and subsequently trigger more AVH. In those cases, group CBT would seem 
to be counter-therapeutic. In my clinical practice I have found that often a preliminary 
period of individual therapy can prepare those individuals to address their anxieties 
and help them acquire relevant social and emotion regulation skills in order to benefit 
from their group membership. Finally, although group CBT seems promising, there 
are still areas that have not been addressed by the current literature, as for example 
whether specific CBT interventions are either more or less effective in group settings 
in comparison to individual CBT.
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Cognitive models o f  AVH
CBT is guided by specific cognitive models for the various disorders. The defining 
feature of CBT is its emphasis that people’s emotions and behaviours are mediated by 
their beliefs about events, rather than the events themselves (Beck, 1995). In terms of 
clinical practice, the general therapeutic frame of CBT is that symptoms occur and are 
maintained by cognitive and environmental processes that can be modified with the 
acquisition of more adaptive cognitive and behavioural skills (Haddock et al., 1998). 
CBT indirectly targets the distressing emotional states related to various disorders by 
modifying their causes or the factors that influence them (i.e., cognitions, behaviours, 
physical sensations). Grounded in the tradition of behavioural therapy, with the 
addition of cognitive models and therapeutic interventions, CBT is usually short-term, 
structured and goal-oriented.
Cognitive models for schizophrenia are less well developed than for other disorders, 
mainly because of the lack of consensus about the causes of schizophrenia and its 
symptoms. To that extent, a more pragmatic approach has been adopted, with models 
focusing on the occurrence and maintenance of specific symptoms of schizophrenia. 
In terms of AVH, the diversity by which individuals relate to them illustrates that the 
experience of hearing voices is not necessarily the main problem. Furthermore, 
research has shown that individuals who hear voices with similar content react 
emotionally and behaviourally to them in different ways (Tarrier, 1992). To this 
extent it seems appropriate to approach AVH from a CBT perspective as the impact of 
AVH seems to be mediated by the individual’s beliefs about their voices (e.g., the 
power, the authority of the voices or the consequences of disobeying them) 
(Chadwick & Birchwood, 1994).
The treatment of AVH within CBT has developed based largely on cognitive 
explanations of auditory hallucinations. Over the last two decades a number of 
cognitive models for AVH have been proposed (e.g., Hoffman, 1986; Bentall, 1990; 
Frith, 1992; David, 1994, Garety et al., 2001; Morrison, 2001). They all share the 
same cognitive explanation according to which AVH are the result of some type of 
misattribution of inner speech to an external source. However, these models differ 
from each other as to the causes of this misattribution. Existing models seem to fall
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into three main groups: (a) those favouring the explanation of a neurobiological 
deficit in speech processing that causes the misattribution in AVH (e.g., Hoffman, 
1986; David, 1992), (b) those that favour the role of psychological processes in terms 
of specific beliefs and attitudes that lead to the misattribution of inner speech to an 
external source such as rigid thinking and high suggestibility (e.g., Bentall, 1990; 
Morrison, 2001), and (c) those models that incorporate both neurobiological and 
psychosocial factors as the causes of the misattribution of inner speech to an external 
source (e.g., Frith, 1992, Garety et al., 2001).
Garety et al. (2001) have proposed one of the most elaborate models for the positive 
symptoms of schizophrenia, focused on the occurrence and maintenance of 
hallucinations and delusions. Their model is based on existing models in this area, 
incorporating neurobiological, psychological and social factors. Furthermore, their 
model offers an explanation for the occurrence as well as the maintenance of positive 
symptoms in schizophrenia and has direct implications for therapeutic practice. 
According to their model, the combination of a neurobiological predisposition and 
environmental factors (e.g. life events, drug use and periods of social isolation) give 
rise to affective and/or cognitive disturbances that set the basis for the psychotic 
symptoms in schizophrenia. They emphasise that what an individual experiences 
initially as an anomalous or unfamiliar experience is not yet a psychotic symptom, but 
can be considered to be a prodrome stage.
Garety et al., (2001) argue that what contributes to the transformation of the 
bizarre/unfamiliar experience (i.e. hearing voices) to a psychotic symptom, is the 
appraisal of that event. Garety et al. (2001) refer to this as ‘psychotic appraisal’ which 
seems to be the difference between the clinical and non-clinical groups of voice 
hearers. Furthermore, they argue that there are certain factors that increase the risk for 
the occurrence and maintenance of these ‘psychotic appraisals’. They suggest that a 
combination of pre-existing negative schemas about the self, others and the world, as 
well as a rigid cognitive style and social isolation can increase the risk. For example, 
negative schemas about self can fuel persecutory voices; a rigid cognitive style can 
lead to cognitive errors and jumping to conclusions; and social isolation can deprive 
the individual of alternative explanations that could normalise his/her experience.
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Cognitive-behavioural interventions for AVH
The various cognitive models of AVH in schizophrenia have direct implications for 
therapy. Models that favour the explanation of a neurobiological deficit in the speech 
process mechanisms suggest some form of compensatory coping to deal with the 
underlying deficit that produces the AVH (e.g. Hoffman, 1986; Frith, 1992; David,
1994). Most of the interventions of compensatory coping are behaviourally rooted and 
aim at distracting the individual’s attention or stopping the current thought process. 
The underlying assumption is that as AVH are the result of misattribution of inner 
speech, the introduction of a competing stimulus will decrease the individual’s 
attentional resources, or stop the inner speech altogether and subsequently reduce the 
frequency of AVH. Various studies have used diverse methods such as reading out 
loud (Margo, Hamley, & Slade, 1981), the use of a personal stereo (Nelson, Thrasher, 
& Barnes, 1991), increasing occupational therapy diversions (Allen, Halperin, & 
Friend, 1985) or humming (Green & Kinsboume, 1989). However, controlled studies 
have shown that compensation approaches do not always generalise across situations 
or that they continue to be effective after the intervention has been completed 
(Haddock et al., 1996).
Models which support that AVH are the result of cognitive failures and biases that 
lead to the misattribution of inner speech, favour interventions designed to modify the 
individual’s beliefs and attributions in regards to their experience of AVH.
A characteristic example is ‘focusing’ therapy based on Bentall’s (1990) model of 
AVH. The aim of this approach is to help clients identify the AVH as internal and part 
of their own thoughts. Largely based on cognitive modification, the main feature of 
‘focusing’ therapy is the process of monitoring the content of the voices and their 
characteristics (number, gender, tone, emission source, etc.) in the form of voice 
diaries. This approach aims to help clients’ identify links between their own thoughts 
and life experiences, and the content and/or characteristics of their voices, facilitating 
the modification of their beliefs about the nature and origin of their voices. A study 
conducted by Bentall, Haddock and Slade (1994) using ‘focusing’ interventions with 
AVH showed significant improvement in reducing the impact of AVH. However, a 
later randomised controlled trial comparing focusing with simple distraction showed
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both approaches to be equally effective (Haddock et ah, 1998). It remains unclear 
whether there is a difference between ‘focusing’ and ‘distracting’ interventions in the 
long-term.
In my clinical practice I have found that although ‘distracting’ interventions can be 
very effective in the short-term, the use of ‘focusing’ interventions have a long-term 
effect as they normalise the clients’ experience of hearing voices and they gradually 
gain a greater sense of control once they are able to identify them as part of their own 
thoughts. However, I have found ‘focusing’ interventions effective only with clients 
who were able and willing to complete voice diaries and had psychological insight 
into their experience. To this extent both ‘distracting’ and ‘focusing’ interventions 
seem to have their own specific advantages, but also their own limitations.
Integrative models of AVH that combine neurobiological, psychological and social 
factors in their exoplanatory framework they also seem to favour integrative 
therapeutic interventions. For example, Garety et al’s (2001) model proposes that 
different interventions can aim to break the cycle of ‘psychotic appraisals’ at different 
stages. For example, cognitive interventions can aim to modify negative self-schemata 
(e.g., focusing interventions), behavioural interventions can aim to equip individuals 
with coping skills to deal with AVH when they occur (e.g., distracting interventions), 
and social interventions can aim to reduce clients’ social isolation and the 
vulnerabilities associated with it (e.g., lack of support, lack of alternative 
explanations).
Furthermore, since the mid-1990s an interesting area of research has emerged that 
looks at the strategies individuals use intuitively to cope with their AVH outside 
therapy. Tarrier et al. (1993) found a range of coping strategies involving cognitive 
strategies (e.g. attention narrowing, distraction and self-instruction), behavioural 
strategies (e.g. increasing activity levels, initiating social engagement and reality 
testing), and the modification of sensory input (e.g. listening to the radio). Similarly to 
integrative models of AVH, individuals seemed to favour a number of different 
coping strategies aimed at different levels of their experience of AVH. Carter et al. 
(1996) have identified the strategies that seem to be most effective using 
multidimensional scaling. Effective coping strategies in the largest cluster shared a
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number of characteristics such as the fact that the individual played an active role in 
choosing their own strategy, and also that effective strategies shared high prevalence 
of the use of speech or subvocal activities (humming was found particularly effective 
as also indicated by Green & Kinsboume, 1989).
However, one dimension ignored by most of the studies looking at the effectiveness 
of various CBT strategies for AVH and the coping strategies individuals use 
intuitively, is the impact of cultural differences in coping with AVH. Wahass and 
Kent (1997b) highlighted the importance of this dimension in a comparative study of 
individuals experiencing AVH in Saudi Arabia and in the UK. In their study the 
majority of individuals from Saudi Arabia used strategies related to their religion, 
while most of the UK sample used distraction or relaxation strategies. Such findings 
highlight that acknowledging cultural and ethnic differences among clients can 
facilitate the effective implementation of therapeutic interventions for AVH.
Conclusion
The experience of AVH as a symptom of schizophrenia is a complex and usually 
highly distressing experience. The complexity of the understanding and treatment of 
AVH lies in the lack of consensus with regard to the causes of AVH, and the potential 
contribution of multiple factors (e.g., neurobiological, psychological and social). 
Although drug medication is the first-line treatment option, the high rates of 
individuals who continue to experience AVH highlights the importance of the 
development of psychosocial therapeutic interventions in this area. Cognitive models 
of AVH share the assumption that AVH are caused by a misattribution of inner 
speech to an external source. Different models offer different explanations for the 
type and the cause/s of misattribution, focusing on neurobiological factors, 
psychosocial factors or both. CBT offers both behavioural and cognitive based 
approaches that have been shown to be effective with AVH. Furthermore, studies that 
have explored the coping strategies devised by the individuals who experience AVH 
seem to confirm the treatment approaches offered within CBT. In addition, the 
collaborative nature of the therapeutic relationship within CBT can enhance the 
client’s involvement in identifying strategies that best suit his/her needs and level of
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ability, whether at cognitive level working with beliefs and schemas, at behavioural 
level developing new coping skills when AVH occur, or at social level by increasing 
social interaction. Finally, as research indicates, the cultural context plays a very 
important role in understanding and coping with AVH, which therapist can creatively 
utilise alongside the particular theoretical model that informs their clinical practice in 
order to facilitate therapeutic change.
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THERAPEUTIC PRACTICE DOSSIER
Introduction to the Therapeutic Practice Dossier
This dossier relates to clinical practice and provides a brief account of my clinical 
experiences during training. It also includes a ‘Final Clinical Paper’ outlining my 
developmental journey through this training in becoming a counselling psychologist.
As highlighted in the statement of anonymity, the names and other identifying 
information relating to clients, placement locations, and placement supervisors have 
been altered or omitted to preserve confidentiality. ;
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First Year Placement: Adult Outpatient Counselling Service
November 2005 -  July 2006
The placement was in an adult outpatient counselling service in primary care within 
an NHS GP surgery in London. The service received referrals from general 
practitioners, professionals working in Community Mental Health Teams (CMHTs) 
and self-referrals.
The service offered individual brief person-centred therapy on an outpatient basis. As 
a member of the GP surgery I worked within a small multidisciplinary team including 
three GPs, the surgery manager, two nurses, a social worker and a psychotherapist.
I conducted psychological assessments and provided individual person-centred 
psychotherapy on a time-limited basis (6-20 sessions). Also, I provided written 
assessments and discharge reports for general practitioners and updated my clients’ 
records. My clinical work was supervised by a BACP-accredited person-centred 
psychotherapist. I attended weekly supervision sessions and in-house training 
providing continued professional development.
The clients I worked with varied in terms of age (27-84 years old), gender and cultural 
background, and presented a wide range of psychological difficulties (depression, 
anxiety, relationship difficulties).
59
Second Year Placements: Psychotherapy Departments in District General 
Hospitals
September 2006 -  October 2007
During the second year I worked in two separate placements in secondary care. In the 
first placement, I saw clients in individual long-term psychodynamic psychotherapy 
and in the second placement I saw clients in a group setting as the co-facilitator of a 
psychodynamic psychotherapy group.
First placement
The first placement was in an adult outpatient psychotherapy department in secondary 
care within a large district general hospital. The service received referrals from 
general practitioners, professionals working in Community Mental Health Teams 
(CMHTs), and psychiatrists. The service was headed by a consultant 
psychiatrist/psychotherapist and was staffed with 12 counselling psychology and 
psychotherapy/counselling psychology trainees.
The service offered long-term (12-24 months) individual psychodynamic 
psychotherapy on an outpatient basis. The client group was varied and presented a 
wide range of long standing psychological difficulties (e.g., anxiety, depression, past 
trauma and abuse). I saw three clients for individual therapy on a long-term basis (12 
months). I received weekly supervision by a consultant psychiatrist/psychotherapist 
within a psychodynamic framework informed primarily by Klein’s object relations 
theory..
Second placement
The second placement was also in an adult outpatient psychotherapy department in 
secondary care within a different district general hospital. The department was headed 
by a consultant psychiatrist/ psychotherapist and offered both individual and group 
therapy. In this placement I co-facilitated a psychodynamic psychotherapy group with
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a group psychotherapist. Most members of the group were diagnosed with borderline 
personality disorder and varied in terms of age (33-64 years old), socioeconomic 
status, and gender. I worked with this group until its conclusion, which coincided with 
the end of my second year placement. Additionally, I saw two clients on an individual 
basis, as part of their assessment before joining a therapeutic group. Weekly 
supervision was provided by a consultant psychiatrist/group psychotherapist within a 
psychodynamic framework informed primarily by Mentalization Based Treatment 
(MET).
During the second year I had the opportunity to work psychotherapeutically with 
clients both in individual and group settings, and to practice within two different 
psychodynamic therapeutic approaches.
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Third Year Placement: Specialist Psychology Service in a Community Health 
Centre
October 2007 -  August 2008
The placement was in an adult outpatient specialist psychology service for people 
diagnosed with Borderline Personality Disorder in tertiary care within a community 
health centre. The service received referrals from professionals working in 
Community Mental Health Teams (CMHTs) and crisis resolution teams.
I worked as part of a team of eight clinical/counselling psychologists. I conducted 
psychological assessments using SCID-II (Structured Clinical Interview), and BPDSI 
(Borderline Personality Severity Index). I also wrote assessment letters and reports for 
other health professionals (general practitioners, psychiatrists and social workers) and 
attended departmental meetings.
I provided long-term (10 months) Dialectical Behavioural Therapy to clients on an 
individual basis. Most clients presented complex needs, with moderate to severe 
patterns of impulsive and/or self-harming behaviours.
In addition, for the duration of the placement, I co-facilitated a Dialectical Behaviour 
Therapy skills training group focused on the acquisition of emotion regulation, 
interpersonal effectiveness, distress tolerance, and mindfulness skills.
My work was supervised weekly by a counselling psychologist and I also attended 
weekly the team’s clinical meetings devoted to case discussion and the application of 
DBT.
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Final Clinical Paper
On becoming a counselling psychologist: Learning to learn 
Introduction
“As I  am close to the end o f  the third year placement it becomes clearer to me that 
even within a very structured and prescriptive model such as Dialectical Behavioural 
Therapy (DBT), every practitioner interprets and practices a given therapeutic model 
in his/her own unique way. The opportunity to attend both individual and group 
supervision has been an enriching experience as I  became exposed to the different 
ways o f conceptualising and addressing therapeutically the clients’ needs within 
DBT. These experiences together with my own therapeutic experiences with clients 
and my understanding o f  my role as a counselling psychologist working with people 
in a relational and holistic manner have facilitated my own understanding and 
practice o f D B T\
I’ve started this paper with an excerpt from my final client study/process report as I 
believe it reflects accurately my understanding and practice of my role as a 
counselling psychologist at the end of this three-year integrative training course. The 
process seems similar to that of method actors who are given the same role. Even if 
they are all use the same text (script), each actor will use their own self to understand, 
interpret and perform the role in his/her own unique way. The role is perceived 
through each person’s unique frame of reference based on his/her strengths and 
weaknesses, preferences and dislikes, personal beliefs and values, past experiences 
and future expectations. The role is distilled through these layers of individuality 
leading to a unique blend of embodying and performing it.
In this paper I discuss some of the processes of my understanding, interpretation and 
practice of my role as a counselling psychologist working within three different 
psychotherapeutic models over the last three years. This broader narrative is described 
through four smaller stories titled: ‘Immersing into the process', ‘Meeting in the 
transference', ‘The power o f nowT, and ‘Personal accountability and boundaries'.
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The paper concludes with a personal reflection of my role as a counselling 
psychologist working at a relational level within a holistic framework as I understand 
my role at this point in time.
Immersing into the process
I have started this training with a specific mindset informed by my pre-existing 
training and therapeutic experiences. I had just completed a training course in 
cognitive psychotherapy, and had worked for two years within this framework with 
people diagnosed with schizophrenia. In my practice, I focused on the present and on 
the content of what the clients discussed in sessions, and tried to help clients identify 
their symptoms and use cognitive skills to address them.
My first year placement was in a GP surgery working short-term within a person- 
centred framework. The sessions were unstructured and non-directive, and the 
emphasis of therapy was on the process of ‘being with’ the clients rather than ‘doing 
to’ clients, as it unfolded in the ‘here-and-now’.
This was the first paradigm shift for me that challenged what I had learnt so far of 
what therapy is and what my role as a therapist entailed. Initially I felt de-skilled 
working within the person-centred approach as it seemed contradictory to my 
previous therapeutic experiences and training. In the very first sessions with clients 
that year it felt almost like getting into the sea for the first time, my body was tense 
and I was unsure how to move in this new environment.
From unconscious incompetence to conscious incompetence
Robinson (1974) identifies three developmental stages of learning, moving from: 
unconscious incompetence to conscious incompetence; conscious incompetence to 
conscious competence; and conscious competence to unconscious competence. In 
supervision I started to explore the commonalities and differences of my previous 
training and therapeutic experiences in relation to the person-centred approach.
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According to Robinson (1974) I was at the first stage - becoming more conscious of 
my areas of incompetence in this new way of working, which focused on ‘relating 
with’ clients and the processes in the therapeutic relationship rather than ‘doing to’ 
clients and focusing exclusively at the content level and skills acquisition.
My experiences of feeling empathically understood, unconditionally accepted and 
encouraged by my supervisor to be congruent with my own experience facilitated my 
development as a person and therapist during the first year.
The core conditions for change
According to Rogers (1951), the therapist’s qualities of unconditional positive regard, 
congruence, and empathy provide the necessary and sufficient conditions for 
therapeutic change to occur.
Acceptance or unconditional positive regard requires the therapist to accept the client 
as s/he is in a non-judgmental way. Meams (1994) points out that acceptance in 
person-centred therapy does not mean the same as liking or approving, but lays in a 
deeply rooted belief that every person is worthy as an individual. Some of the greatest 
lessons I have learned on acceptance are from my experiences in supervision, 
particularly at times when I brought what I considered my therapeutic ‘mistakes’. I 
remember particularly one of the first times this happened early in the first year of 
training. I expected to be judged, criticized or penalised as in previous training 
settings. I keep close to my heart my supervisor’s metaphor of mistakes as “mis­
takes” - missed opportunities for learning from our experience, lessons missed that 
paradoxically will be repeated until we ‘take’ them. This metaphor opened a path for 
learning from my experience in an open and non-judgmental way that led not only to 
greater self-acceptance but also to a deeper acceptance and understanding of the 
clients and their‘mis-takes’.
Genuineness refers to the therapist’s ability to engage with clients as a real person, in 
congruence with his/her experience, without hiding behind a mask of professional 
impersonality or superiority. I found the experience of my supervisor being congruent
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about her limitations, a very powerful experience that helped me to connect with my 
own vulnerabilities and limitations developing greater awareness and personal 
knowledge. This has also helped me to become congruent and to use these parts of 
myself when appropriate with clients, thus establishing a genuine relationship.
Empathy or empathetic understanding entails the therapist’s ability to sense the inner 
world of the client and experience it, as if, it is his/her own, and communicate that 
sense to the client (Rogers, 1961). Myers (2000) argues that therapists can sense 
empathically their client’s experiences in different forms; as a sensation or feeling 
(i.e., physical pain in the body, or a deep sadness or joy), as a metaphor (i.e., in the 
form of words, images, sounds or even smell), or sometimes as a clear thought. The 
therapist communicates his understanding/sensing of the client’s world by verbalising 
and mirroring the emotional significance of the material back to the client. Warner 
(1996) discusses the transformative power of being deeply understood and valued as a 
person through empathetic understanding as a way to reprocess one’s own experience 
and connect with emotions without being overwhelmed.
Empathetic understanding of the clients’ inner world has been one of the most 
powerful experiences while working within the person-centred approach. Entering the 
client’s frame of reference in an empathie manner, immersing at process level with 
my whole body, left me open to new channels of communication as I started to 
become aware of physical sensations, thoughts and images that at times seemed 
related to the clients’ experiences in a significant way.
One example of empathie understanding comes from my work with a 27-year-old 
female client. In my reflections on the transcript from a session with this client I 
wrote: “ .. .for a moment I  noticed to my surprise that while the client was talking, my 
right knee was trembling and I  had a rush o f anxiety. I  fe lt that there was something 
greater in what the client was saying and in retrospect I  think I  tried to emphasise 
that by using the terms fearful’ and ‘scary’ in my reflection back to the clienf\ Later 
in the session the client reported that she had a secret that she was afraid to discuss. In 
the following session the client reported that she had been sexually abused at the age 
of eight. The client described an image where the adolescent son of some family 
friends, started to stroke her knee. While this is not a typical example of my
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experiences as a therapist, it highlights the richness of communication that may be 
possible when relating with clients in an empathie manner that goes beyond the 
rational, content level.
Overall, my experiences from supervision together with my experience of being in 
personal therapy and the academic assignments on the theory of person-centred 
therapy helped me to develop my understanding of this approach. It has also informed 
my practice particularly in regards to the qualities of empathy, genuineness and 
unconditional positive regard for clients. In person-centred therapy, the emphasis for 
the therapist is to communicate the qualities of empathy, acceptance and genuineness 
to clients, as it is believed that under these conditions clients can utilise their innate 
capacity to fulfil their potential, known as actualising tendency. In addition, part of 
the person-centred therapy is to help clients identify rules that they have internalised, 
known as conditions of worth, that keep clients from being empathie, congruent and 
accepting of their own experience, which blocks their learning and personal 
development.
Reflections on the person-centred approach
By the end of the first year, I had reached within the person-centred approach what 
Robinson (1974) describes as the second developmental stage of learning, moving 
from conscious incompetence to conscious competence. I was aware both of areas of 
competence as well as of areas for further development within this model. I could 
competently communicate the three core conditions to clients, and I was able to 
reflect on therapeutic processes within the person-centred model according to my 
level of training. I was also able to address issues of risk and use relevant research to 
gain psychological insight into the clients’ frame of reference (e.g., literature on adult 
survivors of child sexual abuse, cancer, marital conflict, PTSD etc). Furthermore, I 
was aware of areas such as the therapy endings that I needed to explore and develop 
further.
In addition, at the end of the first year placement I was becoming aware of the 
strengths and potential limitations of the person-centred approach, at least in the way I
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understood it and practiced it. As I started to work with clients with more complex 
needs, I found it difficult to address some of the processes within the short-term, 
person-centred approach. A particular example that comes to my mind is a client who 
was referred for depression, and he seemed quite hopeless and pessimistic about his 
life. In this case, immersing into the client’s frame of reference often left me feeling 
paralysed without knowing how I could facilitate change for this client within eight 
sessions.
The focus of my work in the present and the real relationship, between the clients and 
me, at times felt limited as it ignored processes that seemed to stem from the clients’ 
past relational experiences. An example of this is the case of an older female client 
who had been physically abused by her father and her ex-husband, and was at the time 
alienated by her son. Although I was conscientious of my gender as a male therapist 
working with this client and tried to address the issues of power and control in our 
work, the client seemed to be quite suspicious and at times angry towards me. The 
client did not appear to some of her sessions, made occasionally intimidating 
comments about our work, and she often fell into silence when I asked about her inner 
processes when I experienced her being irritated or angry. Although I tried to 
communicate to the client the core conditions, it seemed to me that regardless my 
efforts, the client perceived me and often reacted towards me under the light of her 
previous relationships with males. In addition, at times I became aware of my own 
irritation with this client, which I found difficult to be congruent with her about it 
within the person-centred framework.
Experiences such as these made me realise that there seemed to be another dimension 
in the therapeutic relationship between me and the clients at process level that was not 
necessarily related to the ‘here and now’ or the real relationship. Although the core 
conditions seemed necessary in order to engage and understand the clients at 
relational level, they did not always seem sufficient to address these processes.
Meeting in transference
During the second year, I worked in two different placements within secondary care 
where I provided both individual and group psychotherapy. In both placements I
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worked primarily with clients with borderline characteristics or a diagnosis of 
Borderline Personality Disorder (BPD). In the first placement my practice was 
informed by Klein’s Object Relations theory and in the second placement by the 
principles of Mentalization Based Treatment (MBT).
I was aware from my experiences with clients from the first year, of another layer in 
the therapeutic process that seemed to relate to previous relational experiences rather 
than the actual relationship taking place during the session in the ‘here and now’. This 
process seemed similar to that of a theatrical play where the roles and the plot are 
already pre-scribed and then re-enacted on stage. The main shift for me during the 
second year was to engage with the processes of ‘transference’ and ‘counter­
transference’ in the therapeutic relationship. The shift to the psychodynamic approach 
was less distressing in comparison to the shift made in the first year, as I was still 
working at process level, although the focus now was in the past and on the 
unconscious processes in the therapeutic relationship. The essence o f the clinical 
practice within the psychodynamic approach has been encapsulated for me in a 
question that both of my supervisors often asked me during that year when I talked 
about the clients’ difficulties: “...and how is this manifested in the therapeutic 
relationship with you?”.
At the beginning of the second year, I could understand rationally the shift between 
the two different therapeutic models. However, in terms of clinical practice and the 
use of ‘transference’ and ‘counter-transference’ within the therapeutic relationship I 
felt that I was regressing back into Robinson’s (1974) first developmental stage of 
learning - moving from unconscious incompetence to conscious incompetence.
Transference and counter-transference
‘Transference’ refers to the client’s unconscious process of redirecting feelings and 
fantasies stemming from early significant relationships towards the therapist, while 
‘counter-trasnference’ refers to the unconscious redirection of the therapist’s feelings 
and fantasies towards the client (Burton & Davey, 2003).
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Although in person-centred therapy empathy entailed immersing into the clients’ 
frame of reference, I found that in psychodynamic therapy my role was to contain 
both the clients’ and my own frame of reference in a more reflective manner. In 
addition, with guidance from supervision my reflections of the therapeutic process 
started to take the form of interpretations, linking the clients’ early relational 
experiences with their experiences and/or fantasies of the therapeutic relationship in 
the room. I understand and use interpretations as tentative hypotheses of the clients’ 
unconscious conflicts in relating with others and themselves that might block their 
development, which clients can reject, accept or modify.
At the theoretical level, psychodynamic psychotherapy seems to be more of an 
umbrella term that hosts different psychotherapeutic theories that all share a common 
foundation on Freud’s work and place emphasis on the processes of transference and 
counter-transference. I have worked with two psychodynamic theories, Klein’s Object 
Relation’s theory and Mentalization Based Treatment (MBT). The aim here is not to 
give a detailed description of the different theories but to highlight some of their main 
aspects that have informed my understanding of the clients’ difficulties and have 
influenced my practice.
Object-relations theory
According to Klein’s theory, mental health and mental illness relate to the degree of 
distortion in perceiving others and the external reality beyond what we project into 
them (Gomez, 1997). Object relations theory identifies two main positions of 
perceiving reality, the paranoid-schizoid position and the depressive position.
In the paranoid-schizoid position, the world seems split between objects that are either 
‘all good’ or ‘all bad’. The main anxiety for the person in this position is that he/she 
might be eliminated by an all-bad object. The most common reaction in this position 
is anger against the bad object, and the use of primitive defences such as splitting, 
denial, projective identification and fantasies of omnipotence as the person is unable 
to contain his/her intense emotions of anger, anxiety and fear. In the depressive 
position, a more mature position developmentally, good and bad seem more 
integrated and every object seems to hold elements from both. It is hypothesised that
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the person experiences the loss of the fantasy of the ‘all good' object, and becomes 
more aware of his/her own good and bad qualities. Primitive defences diminish and 
the person is believed to have a less distorted perception of his/her internal and 
external realities.
Working with clients diagnosed with borderline characteristics, object-relations 
theory helped me address the extreme pattern of idealisation and devaluation in their 
interpersonal relationships a characteristic of the paranoid-schizoid position, as it was 
also reflected in the therapeutic relationship. Furthermore, this therapeutic model 
helped me to identify when I moved into the paranoid-schizoid position in counter­
transference with clients, trying unconsciously to be perfect (all-good) in meeting the 
clients’ needs.
I have taken an excerpt from a session with a client that demonstrates the use of the 
therapeutic relationship within a psychodynamic framework informed by object 
relations theory as I practiced it in the second year. Mr T was a 5 5-year-old client 
referred for resistant depression with borderline characteristics. Mr T had a history of 
severe neglect and abuse by both of his parents, and in the past the client had engaged 
in severe self-harm behaviours. Mr T seemed to have internalised his parents neglect 
and abuse in the form of a persecutory internal object that constantly attacked him 
from within. In therapy, Mr T seemed to be quite defensive particularly about his 
anger towards me, although he argued that very often he felt angry and enraged in all 
other interpersonal relationships in his life. According to object relations theory Mr 
T’s defensiveness probably related to his fear of identifying with his internalised 
persecutory object, which historically seemed to lead him to turn his anger on himself 
in the form of self-harming.
The extract is from the eleventh session with Mr T. The client has missed the first 
session after a two-week Christmas break. Previously in this particular session, Mr T 
discussed that he had been very depressed throughout the break.
Therapist: I  wonder how it was for you that we had a two weeks break, where you had 
to go through a difficult time on your own?
71
Client: ...[coughs] yeah I  was going down, I  was getting ill... Christmas Day my 
grandchildren came around so I  was feeling better and then I  started going down. 
....even though it was a two-week break... [sudden change o f client’s tone o f voice] I  
really appreciated your letter. You wrote me a letter. I  said to L [Mr T ’s wife], that 
this letter really uplifted me. Thank you for the letter. I  feel that made me feel 
very...pleasure, it was a pleasure to get. It was a small letter but I  thought it was 
great, thank you.
T: I  wonder what it was about the letter that made you feel this way?
C: Somebody who cares. I  told you that I  always think that you will be judgmental, I  
am learning slowly that you will not judge me, I  learn slowly as you said that I  am not 
here to impress y  ou... that’s what I  am learning...! never had a letter like that before. 
In all these years I  have been in and out in hospitals and with doctors,
psychiatrists /  fe lt really uplifted. I  wasn’t just another number for you, case
number XXXX which is my number outside my medical folder...
T: I  acknowledge that the letter I ’ve sent you seemed to have a positive impact on you, 
that I  see you as a person, but I  wonder how you felt for the two weeks we didn’t have 
contact when I  was away.
C: I  told my case manager that I  didn’t come last week and that I  feel I  let you 
down...
T: I  wonder whether it felt for you, that I  have let you down during the two weeks I  
was away.
C: Honestly not. I  believe everyone deserves a break. It is the way it works. I  
understand the system. I  don’t know where you went for Christmas, i t’s not my 
business. There was no resentment. No 1 do not think even subconsciously...! honestly 
took it on board as a holiday. It is a Christmas break. Other places close for a week 
or two weeks, so I  assume that this is how the world works. So I  didn’t pick up 
resenting you for not being able to see you. I  get more upset when I  [with emphasis] 
do not come to see y  ou... I  try to think....y  ou haven’t done anything to make me feel
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resentful or angry... ...I get angry when you are helping me bring up things that I  
haven’t thought o f before or I  tried to forget. That’s made me angry. That’s more to 
do with myself than you...
This session led us in following sessions to address more openly the different parts of 
Mr T’s internal world in the form of fantasies and expectations that he seemed to 
project on me, which related to his early relational experiences as he had internalised 
them (“/  always think that you will be judgmental, I  am learning slowly that you will 
not judge m e”).
Mentalization Based Treatment (MBT)
MBT developed for people diagnosed with Borderline Personality Disorder (BPD) 
emphasises the role of attachment in the development of the ability to mentalise. 
Mentalisation is defined as the ability to perceive and reflect on one’s own and others’ 
mental states (Bateman & Fonagy, 2004). Fonagy and Bateman (2006) argue that an 
infant’s ability to develop concepts of mental states and to represent them internally 
depends on the developmental opportunity to interact with a caregiver who mirrors 
the child’s experience accurately and whose reflection is then internalised by the 
child. It seems as if before a child develops the capacity to mentalise, his/her 
psychological entity needs first to be perceived and mirrored by the caregiver (i.e. “I 
am seen, therefore I am”). I understand the ability to mentalise to be almost like the 
ability to learn and speak a language of emotions. People not exposed into this 
language from an early age are unlikely to be able to label their internal emotional 
experiences and communicate them effectively to others. Furthermore, not knowing 
the language of emotions, they are unlikely to recognise accurately what others 
communicate to them at an emotional level.
I often use as a metaphor for mentalisation the idea of tourists in a foreign country 
who do not know the native language. They are likely to start using their bodies, 
making physical gestures to communicate to others what they cannot communicate to 
them verbally, mind-to-mind. Often, individuals diagnosed with BPD seek 
confirmation or they express their emotional states by acting upon their body (or 
others), or through physical actions. Sexual promiscuity, physical aggression or self­
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harm are some characteristics of BPD that I have often encountered with clients I 
have worked with.
Reflections on the psychodynamic approach
Although I do not consider my practise to be solely or primarily informed by 
psychodynamic theories, I found them helpful as they provided me with a theoretical 
map to address processes in therapy related to the clients’ early relational and 
developmental experiences. The emphasis on unconscious processes in supervision 
and personal therapy has also helped me to become more aware and address the 
different parts of myself activated in counter-transference with clients related to my 
own early experiences, in particular trying to please and/or rescue others.
Based on my clinical experience, I found that the focus on the past and the use of 
interpretations as in Klein’s theory was at times emotionally dysregulating, 
particularly for clients with severe difficulties. According to MBT, clients lacking the 
ability to mentalise would not benefit from complex interpretations as they are likely 
to lack the ability to reflect, process and contain intense emotional material, thus 
increasing their risk to act impulsively in order to self-soothe. To this extend I found 
MBT’s focus in the present and in mentalising the clients’ current emotional 
experiences more effective with clients with severe difficulties.
The power of now?
While working with MBT I was aware of another model developed for people 
diagnosed with BPD; Dialectical Behaviour Therapy (DBT). This model also focuses 
on the present, but in a more pragmatic and problem solving approach that I was 
interested to work with.
In the third year of training, I am currently working in tertiary care in a specialist 
service providing DBT for people with a diagnosis of Borderline Personality 
Disorder. At the beginning of this year I felt that I had moved to Robinson’s (1974) 
third developmental stage of learning - moving from conscious competence to 
unconscious competence, in terms of my person-centred therapy skills. However, at
74
the same time, I felt that in terms of working within DBT I had regressed back to 
Robinson’s (1974) first developmental stage - moving from unconscious 
incompetence to conscious incompetence.
Developed by Linehan (1993) DBT is an integrative model interweaving change 
strategies, as in traditional CBT, with strategies of acceptance influenced by eastern 
meditation practices (i.e., mindfulness) (Linehan, 1993). The combination of 
acceptance and change strategies takes place within a dialectic framework that 
emphasises the synthesis of opposites. In DBT, similarly to Klein’s theory, mental 
health and mental illness relate to the level of integration of opposites. Furthermore, 
DBT, similarly to MBT, emphasises that emotional dysregulation is the common 
underlying factor of all BPD symptoms. DBT proposes a bio-social model for the 
development and maintenance of BPD, according to which it is the interaction 
between biological and psychosocial factors that contribute to the pervasive emotional 
dysregulation that characterises BPD.
My ‘mis-takes’ in trying to work with DBT in a purist way - as I attempted at the 
beginning of the placement - ,  helped me to realise the lesson that I did not seem to 
take from my experience. Although during my initial readings about DBT I was 
fascinated by this therapeutic model that seemed to address some of the limitations of 
the previous models in which I had worked, the experience of working within a 
manualised approach at the behavioural level was demotivating. It felt to me that I 
regressed to a type of therapy of ‘doing to’ clients which was similar to the type of 
work I did before I started this training when I knew little of the therapeutic 
relationship and the unconscious processes. This insight helped me to reflect on my 
development over the previous two years and on my role as an integrative rather than 
a purist therapist as I discuss later in this paper in more detail.
In comparison to my experiences with other theoretical models, DBT enabled me at 
times to address and formulate the clients’ needs and difficulties in a more pragmatic 
and immediate way in the form of behaviours rather than internal psychological 
processes. In addition, I found the emphasis on the use of mindfulness, bringing 
awareness and insight on the clients’ experiences in a non-judgmental way, to be a 
very powerful experience. However, DBT, with its exclusive focus on skills and
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behavioural targets, seems to dismiss that personal development is a relational process 
rather than a behavioural exercise of skills acquisition. Furthermore, therapy in DBT 
seems to take place in a ‘sterilised’ version of the present moment where the client’s 
previous relational experiences and their potential significance for therapy are wiped 
out, not only in the clinical work with clients but also in supervision. Finally, I would 
like to acknowledge that since I am still involved with this therapeutic model it is 
more difficult for me to reflect on it because my work with clients is still in progress.
Personal accountability and boundaries
Influenced by my personal, professional and academic experiences I am particularly 
sensitive to issues of stigmatisation with minority group members and people who are 
perceived as ‘different’ or ‘other’. This section discusses an incident that occurred in 
the first month of the second year placement with a psychoanalytic supervisor. I found 
it important to discuss about it as it played a significant role in my current 
understanding and practice as a counselling psychologist.
In brief, in the third supervision session with this supervisor I presented a gay male 
that I was considering to invite as my first client in that placement. At the end of my 
presentation, the supervisor replied to me in a warm and didactic tone that from her 
experience I should keep in my mind that all “homosexuals” are destructive as they go 
against the “reproductive couple”1. The supervisor continued by giving me more of 
her clinical insights from working with “homosexuals” telling me that they are 
“impenetrable” and unable to form “emotionally deep relationships” with others. At 
the time, I remember my shock and anger at what I was hearing within a 
psychotherapeutic setting from another practitioner. There were so many things in 
those few sentences that I perceived inappropriate, counter-therapeutic and against my 
own values as a person and a counselling psychologist. In particular it was the rigidity 
of the supervisor’s beliefs applied to “all” members of this particular group, the use of 
the term “homosexuals” which has historical connotations of the perception of gay 
men as mentally ill, as well as the association of homosexuality with the concept of an 
innate “destructive” tendency.
1 The supervisor’s quotes are written verbatim taken from the supervision notes I kept at the time.
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On the day, I challenged the supervisor’s comments that confirmed her position and 
beliefs about gay clients. I reported the incident to the academic tutors and followed 
the procedures suggested to me, which was to meet with the supervisor and discuss 
the incident. We met for three additional sessions where I found disturbing the 
supervisor’s “impenetrability” to consider any other perspectives of working with the 
gay client I had presented, and I felt that my lack of trust in her approach did not help 
to form a “deep” supervisory relationship with her. The outcome was to agree that we 
disagreed, and we mutually agreed not to work together although I continued working 
at the department with another supervisor.
Even though this incident was very distressing at the time, in retrospect it helped me 
to identify the importance of being accountable in my role as a counselling 
psychologist when working with minority group clients and to identify and assert my 
personal and professional boundaries. This incident also highlighted the importance of 
taking personal responsibility for my professional development and training, as the 
supervisor’s specific interpretation, understanding and practice of psychodynamic 
theory was not one that I wanted to develop or work with as a professional.
Personal reflection
Working at relational level within a holistic framework
The term ‘relational’ refers to my belief that the core conditions of acceptance, 
genuineness and empathy, as described within person-centred therapy, are necessary 
conditions for therapeutic change to occur. 1 regard these conditions as the foundation 
of my work in relating therapeutically with clients. However, from my experience and 
understanding these conditions are not under all circumstances sufficient to address 
the processes I have experienced with clients and their unique developmental needs. 
To this extent, ‘relational’ to me also entails an attendance of the parallel processes 
when relevant, between the therapeutic relationship and the clients’ early relational 
experiences as described within the psychodynamic approach in terms of the 
‘transferential’ relationship.
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Furthermore, I understand the different psychotherapeutic models I discussed in this 
paper as maps that can help me gain a psychological insight into the clients’ 
experiences and inform/guide my practice. However, as with any map, I do not 
believe that any single theory can fully represent the complexity of the human 
experience for every person. Thus, my practice is informed not only by theoretical 
models but also by each client’s frame of reference and my experience of being with 
that client. As my practice is informed by different therapeutic models I describe my 
practice as integrative.
In addition, integration takes place within a broader system. While working for two 
years in specialist services, I experienced that different services provided specific 
theoretic and clinical guidelines in addressing the clients’ needs, which guided and 
influenced my understanding and clinical practice. Furthermore, while working with 
people with complex needs, I also experienced that at times their difficulties were not 
primarily or solely of a psychological nature (e.g., physical health problems, financial 
difficulties, social stigmatisation/isolation). These experiences helped me to develop a 
holistic understanding of the clients’ difficulties as well as of my role as a counselling 
psychologist working collaboratively with professionals from other disciplines in 
order to address effectively the clients’ unique needs.
In conclusion, I understand human development and change as a relational process. I 
try to facilitate this process as a counselling psychologist by integrating the clients’ 
frame of reference and my experiences of relating to clients, together with different 
psychotherapeutic models in a respectful, competent and responsible manner, within a 
holistic framework (BPS, 2006). During my training as a counselling psychologist, I 
have engaged in a process of continuous development and change by learning to learn 
from my relational experiences with clients, research participants, clinical and 
academic supervisors, my therapist and the other trainees guided by the 
psychotherapeutic models discussed in this paper.
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RESEARCH DOSSIER
Introduction to the Research Dossier
This dossier contains a literature review and twp pieces o f original research. 
The literature review explores the unique opportunities and challenges o f gay 
adoptive families and how they can be addressed within counselling 
psychology. The second paper is an interpretive phenomenological analytic 
exploration o f the psychosocial impact o f HIV-drug resistance in a group o f 
gay men. The third paper is a narrative analytic study o f the psychotherapeutic 
experiences o f gay men in Greece.
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Gay adoptive families: The opportunities and challenges of a unique type of 
family constellation and the implications for research and practice within 
counselling psychology. A critical literature review.
Abstract
An increasing number of countries, including the UK, enable same-sex couples to 
jointly adopt. Due to biological limitations, gay couples often consider adoption as 
their first choice towards parenthood. Over the last decade the need for adoptive 
parents has steadily increased, and gay men represent a viable pool of prospective 
candidates. However, gay adoption is still met with a great deal of scepticism and 
resistance stemming from homophobia and heterosexism. Drawing from social stigma 
theory, this paper discusses the unique opportunities and challenges that gay adoptive 
families encounter as both parents and children share socially stigmatised identities, 
as well as the implications for future research and psychotherapeutic practice.
Keywords: gay fathers, adoption, fatherhood, gay adoptive families
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Introduction
In the UK recent changes such as the 2002 Adoption and Children Act and the Civil 
Partnership Act enable both partners in same-sex couples to adopt jointly. In the past, 
only one partner in gay and lesbian couples could become legally recognised as the 
adoptive parent. These recent changes in civil rights, apart from recognising the 
possible contribution of lesbian and gay individuals as prospective adoptive parents, 
are also an attempt to meet the changing social reality of an increasing number of 
lesbians and gay men who enter parenthood. In addition, over the last decade the 
number of children in need of adoption has steadily increased while the number of 
prospective parents has decreased, and gay men represent a viable pool of adoptive 
parents (Brooks & Goldberg, 2001).
Although there is a legal framework that enables gay couples to adopt, and there is a 
need for more prospective parents, gay adoption is still considered taboo and is often 
met with scepticism and resistance. Some adoption agencies accept applications from 
gay couples while others explicitly deny them based on negative social stereotypes 
about gay parenting (Hicks, 2005). In addition, a national adoption survey of public 
and private adoption agencies in the US revealed that 25% of biological parents have 
explicitly requested that their children not be placed within a gay or lesbian adoptive 
family (Brodzinsky, 2003).
Gay adoptive families as a new type of family constellation introduce a unique set of 
challenges and opportunities that counselling psychologists can address both as 
researchers and practitioners. This paper explores issues relevant to gay adoptive 
fathers and their children, drawing from social stigma theory, the literature on gay 
adoptive families, and the wider literature on non-heterosexual parenting.
Goffman (1963) introduced the concept of stigma as a social attribute that devalues an 
individual from a “whole person” to a “discounted one" and disqualifies that 
individual from full social acceptance and functioning (p.3). He emphasised that 
social stigma is a social construct rather than a real attribute that the person possesses. 
More recently, Link and Phelan (2001) argued that social stigma can be understood as 
a link between attributes and stereotypes, leading to the rejection, exclusion, and
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discrimination of individuals perceived to possess an undesirable social attribute. 
Within a heteronormative culture dominated by the genetic family ideal, historically 
both gay men and adoptive children have been subjected to social stigmatisation and 
often perceived as second rate parents and second rate children accordingly (Modell, 
1994). Gay adoptive families introduce a context where parents and children both 
share socially stigmatised identities, with potentially unique opportunities and 
challenges.
This paper is divided into four main sections. Most of the current arguments against 
gay adoption seem to focus on historically rooted attributes assigned to gay men. 
Therefore, the first section is a brief historic review of the development of the cultural 
representations of gay men from sinners to fathers. The second section reviews the 
wider literature on non-heterosexual parenting that addresses most of the concerns 
expressed against gay adoptive fathers. The third section highlights issues of social 
stigmatisation specifically related to gay adoptive families and discusses the first three 
published studies regarding gay adoptive fathers and their children. Finally, this paper 
concludes with a discussion of the implications of the current literature for future 
research and psychotherapeutic practice.
Gay adoption is a highly controversial topic often charged with conflicting ideologies. 
Therefore it seems important to establish from the beginning the position that this 
paper adopts. Counselling psychologists are bound by their professional ethical 
principles and code of conduct to be committed, knowledgeable, skilful, sensitive, and 
respectful when working with diverse populations, thus appreciating diversity and the 
variety of human experience and culture (British Psychological Society, 2005). This 
paper explores the topic of gay adoptive families through a gay affirmative lens.
The gay affirmative perspective is based on two fundamental concepts. First, that gay 
sexuality is a normal variation in human sexuality and that “homosexuality per se 
implies no impairment in judgement, stability, reliability, or general social or 
vocational capabilities” (American Psychiatric Association, 1973, p. 497). Second, the 
gay affirmative perspective addresses the unique challenges gay men experience as 
members of a stigmatised group through homophobia and heterosexism. 
Homophobia, at an individual level, indicates heterosexuals’ hatred towards non­
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heterosexual people (Weinberg & Colin, 1974). Heterosexism, at a macro-level 
describes an ideological system that privileges heterosexuality as a norm and 
stigmatises, denies, and denigrates any non-heterosexual form of behaviour, identity, 
relationship, or community.
In order to put in context some of the main issues around gay adoption it would be 
helpful to briefly review the origins of homophobia and heterosexism within the 
scientific, social, and civil realms through the historic evolution of gay identity.
The Historical Evolution of Gay Identity
Through history gay men have been perceived as sinners, sociopaths, and psychopaths 
before the emergence of gay men as fathers. This section highlights the main points of 
this social and historic evolution.
(i) Gay men: sinners, sociopaths, psychopaths
Prior to the 16th century in Western cultures, same-sex sexual interaction was 
conceptualised in terms of sodomy and considered a sin by the Church. People who 
committed sodomy, the sinners, were stoned and burned similar to witches and 
heretics (Sbordone, 1993). Same-sex sexual interaction was redefined from a ‘sin’ to a 
‘crime’ during the early 1500s when King Henry VIII introduced in England a 
number of laws against sodomy. This was the time that the state took the role of the 
Church on regulating sexual behaviour by punishing in courts those committing 
sodomy, the sodomites, with the death penalty.
The regulation of sexuality began to shift from legal jurisdiction to the realms of 
medicine and psychiatry in the late 19th century. In 1869 the medical profession 
introduced the term ‘homosexuality’ to describe same-sex sexual attraction and 
redefined what was considered a ‘sin’ or a ‘crime’ in the past as a ‘mental illness’. 
Homosexuality was considered as a developmental and/or genetic handicap related to 
gender identity confusion manifested in men through effeminacy and in women 
through masculinity. The psychoanalytic hypothesis of homosexuality for men was 
that a boy growing up with an overprotective mother and an emotionally distant father
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would have increased chances to become confused and identify with the mother 
instead of his father, and therefore taking on the desires of a woman (Cornett & 
Hudson, 1985). Although sexual orientation and gender identity represent two distinct 
phenomena, in the psychoanalytic theory of homosexuality they were considered 
intertwined (Freud, 1905). Homosexuality was finally removed from the American 
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders 
(DSM) in 1973, as the limitations and biases of previous research on gay men were 
exposed, while the findings of studies began to appear showing that gay men and 
heterosexual men generally had the same levels of psychological functioning (e.g. 
Hooker, 1957), together with the strong lobbying efforts by gay rights groups.
(ii) Gay men: fathers
Gay men have been parents throughout history, traditionally within a heterosexual 
relationship. However, it has been only over the last three decades following the de- 
pathologisation of homosexuality and the increase of gay men’s civil rights that an 
increasing number of openly gay fathers raised their children outside heterosexual 
unions (Patterson, 1993). Researchers have estimated that in the United States alone 
the number of gay and lesbian parents is between two to eight million and their 
children are estimated between four to fourteen million, while these numbers are 
likely to have increased over the last decade (Patterson, 1995).
In contrast to the stereotype that gay men are against the notion of family or that they 
are not interested in rearing children, this literature shows that their desire to parent is 
similar to that of heterosexual men (e.g. Hargarden & Llewellin, 1996), while a 
significant proportion of gay men, between 10% to 20%, are involved as parents or 
caregivers of children (e.g. Binger & Bozett, 1989). According to the 2000 U.S. 
Census based on 163,879 same-sex households, 22% of gay couples had at least one 
child under the age of 18 (56% of those couples had two or more children).
Although the majority of gay men appear to have children from a previous 
heterosexual relationship, they also enter parenthood in a number of ways outside of 
heterosexual unions. Due to biological limitations, adoption and fostering are two of 
the most common options for gay men. Other options for gay men are co-parenting 
arrangements with lesbians and, less often, surrogacy arrangements (McCann & 
Delmonte, 2005). Gay families represent a diverse spectrum of family constellations,
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not only by the way children enter family, but also in relation to factors such as race, 
religion, and socioeconomic status (Patterson, 2000).
Although gay men in liberal Western societies are no longer officially regarded as 
sinners, sociopaths, or psychopaths, these attributes are often projected on gay men in 
arguments against gay adoption. The following section reviews the wider literature on 
non-heterosexual parenting that has addressed the validity of most of these arguments.
Non-heterosexual Parenting*
Systematic research on gay and lesbian parenting started appearing in major journals 
in the late 1970s as child custody cases that involved lesbian and gay parents entered 
the judicial system. The arguments expressed in courts against gay fathers fall into 
two main categories: their ability to parent and the impact of their sexual orientation 
on the development of their children.
(ii) Literature on gay fathers
The main arguments expressed against gay fathers is that gay men are psychologically 
unstable and therefore likely to sexually abuse their children, and that they are unable 
to parent because of their sexual lifestyle and their own faulty upbringing. These 
arguments seem to be based on attributes assigned to gay fathers that echo the historic 
representations of gay men as sodomites, criminals, and psychopaths.
Arguments questioning the mental health of gay men because of their sexual 
orientation are at least outdated; homosexuality has been removed from the official 
list of mental disorders for more than three decades based on extensive research in 
this area (APA, 1973). The argument that gay fathers are more likely to sexually 
abuse their children is not supported by the available evidence, which indicates that 
the overwhelming majority of cases of domestic child sexual abuse involve 
heterosexual men who abuse young females (Sarafino, 1979; Jenny, Roesler & Poyer, 
1994).
* ‘Non-heterosexual parenting’ here refers to gay fathers and lesbian mothers only.
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Also, the argument that gay men participate in sexually promiscuous lifestyles and so 
cannot offer the stability and attention that children require is not supported by the 
research, which indicates that gay couples enjoy the same degree of relationship 
health as opposite-sex couples (Blumstein & Schwartz, 1983; Patterson, 2000).
In addition, research conducted on parental roles suggests that same-sex couples seem 
to be more egalitarian than typical heterosexual couples, experiencing greater 
satisfaction in their relationships (McPherson, 1993; Patterson, 2000).
Furthermore, the argument that gay fathers cannot parent because of their own 
upbringing seems to be related to the psychoanalytic theory of homosexuality as the 
result of faulty parenting and a dysfunctional parent-child relationship. Skeen and 
Robinson (1984), on a study of the early family lives of gay men and lesbians, found 
that 66% o f their participants scored as having “extremely satisfactory” to 
“satisfactory” relationships both with their mothers and fathers.
Overall, the literature in this area supports the contention that gay fathers are at least 
as fit as heterosexual parents to provide stable homes, possessing the same parenting 
abilities (Flacks et al., 1995; Patterson & Chan; 1996; Stacey & Biblarz, 2001). More 
specifically, research comparing gay fathers with heterosexual fathers has shown no 
differences in reports of involvement or intimacy (Signer & Jacobsen, 1989). In 
addition, some studies have reported that gay fathers exhibit superior parenting skills 
in comparison to heterosexual fathers (e.g. Signer & Jacobsen, 1989; Johnson & 
O’Connor, 2002). For example, Signer and Jacobsen (1989) found that gay fathers 
show greater warmth and responsiveness combined with greater control and limit 
setting in their parenting patterns. In addition, Johnson and O’Connor (2002) reported 
from a sample of 256 gay and lesbian parents that they were less likely to discipline 
their children using corporal punishment and instead reported more positive 
techniques such as reasoning.
In contrast to the arguments expressed that question the ability of gay fathers to parent 
based on attributes of deficiency, these attributes seem to be socially constructed 
rather than substantiated by empirical evidence. However, gay fathers are not only 
subjected to heterosexism, but also sexism (Mallon, 2004). In Western societies
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women are traditionally perceived to be the primary caregivers of children, and 
parenting is almost equivalent to mothering. Therefore, gay adoptive fathers as the 
primary caregivers of children are likely to be stigmatised both in relation to their 
sexual orientation and their gender. Similar issues of gender and parenting are also 
reflected in the literature where the research on gay fathers’ parenting has been 
limited or secondary to larger scale surveys on lesbian parenting (Barrett & Tasker,
2001). Because of the limited number of studies on the children of gay fathers, the 
following section draws also from the literature on lesbian parenting. Although such 
generalisations introduce a number of limitations in terms of gender between gay 
fathers and lesbian mothers, it is the only available literature that addresses certain 
issues of non-heterosexual parenting.
(ii) The literature on Children o f  non-heterosexual Parents
Over the last three decades, as non-heterosexual headed families have gained social 
visibility, three main concerns have been expressed about the possible impact of gay 
or lesbian parents on their children. The first relates to the development of their sexual 
identity, where it has been suggested that children brought up in non-heterosexual 
families are more likely to show disturbances in gender identity, gender role 
behaviour, and to become non-heterosexual themselves, something considered 
undesirable by courts. The second concern is related to the children’s overall personal 
development, suggesting a higher risk of mental breakdown, increased adjustment 
difficulties, and behavioural problems. Finally, the third concern relates to the 
children’s social development and adjustment as it suggests that these children are 
more likely to be subjected to social stigmatisation, isolation and victimisation by 
peers because of their parents’ sexual orientation (Falk, 1989, Patterson & Redding, 
1996; Patterson et'al., 2002). The majority of studies in this area have been focused on 
comparing gay and lesbian families with heterosexual families.
The concerns about the sexual and personal development of children of non­
heterosexual parents seem to echo the psychopathological representation of 
homosexuality as expressed in the past by psychoanalytic theory. The fear here seems 
to be that gender identity confusion is perceived to underlie homosexuality, therefore 
non-heterosexual parents will ‘confuse’ their children, causing them considerable
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psychological distress manifested through adjustment difficulties, behavioural 
problems, and the development of a ‘deviant’ sexual orientation. The following 
paragraphs explore in more detail each one of the concerns expressed about the 
children of non-heterosexual parents and the relevant research.
Sexual and Gender Identity
Research in the area of sexual identity development has focused on three main themes 
related to issues of gender identity (whether someone perceives themselves as male or 
female), gender role behaviour (whether a person demonstrates behaviours and/or 
preferences culturally understood as masculine or feminine), and issues of sexual 
orientation. In terms of gender identity and gender role behaviour, studies have 
exclusively focused on the children of lesbian mothers. Only studies looking at sexual 
orientation have also included the children of gay fathers.
Studies looking at gender identity development comparing the children of lesbian and 
heterosexual mothers, from the age of 5 up to 14, found no differences (Green, 1978; 
Golombok et al., 1983; McCandlish, 1987; Gottman, 1990). The results of these 
studies are based on a variety of methods assessing gender identity development such 
as structured interviews, the ‘draw-a-person test’, the Personal Attribute 
Questionnaire, and observations.
In addition, studies assessing gender role behaviour comparing the sons and daughters 
of lesbian mothers with those of heterosexual mothers in the UK, US, and the 
Netherlands identified no differences between the two groups (Rees, 1979; Hoeffer, 
1981; Golombok et al., 1983; Green et al., 1978; 1986; Patterson, 1994; Brewaeys et 
al, 1997). Looking at some of these studies in more detail, Rees (1979) compared a 
sample of 24 adolescents with a divorced single, lesbian or heterosexual mother, using 
three measures of socialisation and the Bern Sex Role Inventory (BSRI) and found 
that, in contrast to the concerns expressed, the daughters of lesbian mothers exhibited 
higher scores on femininity. Kirkpatrick (1981), in a sample of 40 children between 
the ages of 5 to 12, found no differences in toy preferences, activities, interests or 
occupational choices between the two groups. Green (1986), comparing the daughters 
and sons of single lesbian and heterosexual mothers between the ages of 3 to 11,
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found more similarities than differences between the two groups in terms of their 
favourite television show, character, game or toy.
Finally, sexual orientation has been one of the greatest and most commonly expressed 
concerns in the debate about children brought up by non-heterosexual parents 
(Andersen e t’al., 2002). However, none of the studies conducted assessing sexual 
orientation among the offspring of both gay and lesbian parents has reported that 
sexual orientation in offspring varied with parental sexual orientation (Rees, 1976; 
Miller, 1979; Golombok et al., 1983; Bozett, 1987; Gottman, 1990; O’Connell, 1993; 
Bailey et al., 1995; Tasker & Golombok, 1997). The research in this area has included 
participants covering a wide age range from 5 to 43 years old. In particular to children 
of gay fathers, Bozett (1987) studying a sample of 19 adult sons and daughters of gay 
fathers between the ages of 14 to 35, found that 16 reported heterosexual orientation. 
Similarly, Bailey et al. (1995), with a sample of 43 sons of gay fathers, found that 
90% of the sample reported a heterosexual orientation.
From these studies, it can be concluded that the concern that children of non­
heterosexual parents will experience difficulties in the development of their sexual 
identity has no empirical foundation.
Personal Development
Personal development refers to a rather broad area investigating the inner life of a 
person, excluding gender and sexual identity issues. It is important to mention here 
that no research has been conducted in this area with the children of gay fathers. As 
far as the personal development of children of lesbian mothers, researchers have 
assessed various aspects including self-concept, locus of control, emotional 
functioning, behaviour problems, personality, moral judgement, and cognitive 
functioning using various assessment approaches such as observation, psychiatric 
assessments, projective psychological tests, interviews and questionnaires with 
children, their mothers, and their teachers (Kirkpatrick, Smith & Roy, 1981; 
Golombok et al., 1983; Green et al., 1986; Steckel, 1987; Huggins, 1989; Gottman 
1990; Patterson, 1994; Flacks et al, 1995; Tasker & Golombok, 1997; Chan, Raboy,& 
Patterson, 1998). Overall, no significant differences between the children of lesbian
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and heterosexual mothers were found in any of the studies conducted in this area. The 
research has been conducted with participants between the ages of 3-17 years old.
Two studies have shown differences between the two groups within this area. 
Golombok et al. (1983) found that children of single heterosexual mothers were 
significantly more likely to experience psychiatric symptoms based on the analysis of 
their mothers’ interviews, while Patterson (1994) found that children of lesbian 
mothers reported greater levels of stress but also greater levels of well-being. 
However, the findings of both of these studies have not yet been replicated.
Overall, the available empirical studies do not support the concern that children of 
lesbian mothers (no studies in this area have looked at children of gay fathers), will be 
at higher psychological risk or will experience difficulties with their personal 
development.
Social Development
One of the main concerns expressed for children growing up in non-heterosexual 
families is that they would be subjected to increased social stigmatisation, harassment, 
and bullying because of their parents’ sexuality (Rivera, 1987). Benkov (1995) 
questions to what extent it is hypocritical to discriminate against non-heterosexual 
parents because of the fear that their children might be excluded, victimised or 
harassed because of society’s homophobic and heterosexist values, beliefs, and 
attitudes. In addition, the social stigmatisation argument against non-heterosexual 
parents could equally apply to any other cultural and religious minorities.
Research in this area has mainly focused on children’s relationships with peers and to 
a lesser degree on children’s relationships with adults (e.g. grandparents, extended 
family), showing that children of non-heterosexual parents form relationships as 
stable and good as the children of heterosexual parents (Green, 1978; Miller, 1979; 
Lewis, 1980; Golombok et al., 1983; Haack-Moller & Mohl, 1984; Green et al., 1986; 
O’Connell, 1993; Tasker & Golombok, 1997; Wainright et al. 2004; Gartell et al, 
2005).
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Looking at peer relationships in more detail, Haak-Moller and Mohl (1984), from 
their analysis of interviews with 13 Danish offspring of lesbian mothers between the 
ages of 14-31, found that their participants were not stigmatised, but tended to be 
teased more by their peers, especially during the age period of 10-11 years. In the UK, 
Golombok et al (1983) assessed the ‘quality of children’s peer relationships’ among 
the sons and daughters of lesbian and heterosexual mothers through interviews that 
were later analysed blind to the sexual orientation of mothers; they found no 
differences between the two groups. Similarly, in Tasker and Golombok’s (1997) 
follow up study no significant differences were found between the two groups 14 
years later. However, the sons of lesbian mothers more often reported being teased for 
being gay themselves in comparison to the sons of heterosexual mothers. Other 
studies have also shown that the offspring of non-heterosexual parents develop peer 
relationships that are as stable and good as those of other children, and they are rarely 
harassed or rejected but are more likely to report being teased (Green, 1978; Miller, 
1979; Lewis, 1980; O’Connell, 1993; Wainright et al. 2004; Gartell et al, 2005).
Overall, the concern expressed that the children of non-heterosexual parents will 
experience social development difficulties because of their parents’ sexual orientation 
has no empirical evidence. Although some studies report higher levels of teasing from 
peers, this does not seem to affect the children’s of non-heterosexual families overall 
social development and adjustment.
(Hi) Criticisms o f the literature on non-heterosexual parenting
Studies in the area of non-heterosexual parenting have been criticised mainly in terms 
of research design and sample limitations (Belcastro et al., 1993; Wardle, 1997). In 
terms of research design, one of the main criticisms is that samples are often poorly 
matched or that studies lack control groups (Belcastro et al., 1993). The case of poorly 
matched groups might be true for earlier studies, especially in the case of lesbian 
mothers who often lived with a partner and were compared with single divorced 
heterosexual mothers. However, as the literature in this area has developed, more 
recent studies have applied a wider range of designs and control groups addressing
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these previous limitations (e.g. Brewaeys et al., 1997; Vanfraussen et al., 2002; 
Golombok et al., 2003).
In terms of research samples, the main criticism has been that studies often use small, 
convenience samples drawn from community networks. Belcastro et al. (1993) argue 
that this casts doubt on the external validity of these studies in terms of their ability to 
represent the broader population of non-heterosexual parents and their children. In 
response to such criticisms, there are examples of more recent studies on children of 
gay and lesbian parents that employ population-based samples (Golombok et al, 2003; 
Wainright et al, 2004). Also, Anderssen et al. (2002) argues that it is important to 
acknowledge the inherent limitations of conducting research with a minority 
stigmatised population in terms of recruiting participants and estimating the total 
population and its composition. Indeed, given that the parameters of the populations 
of gay fathers and their children are unknown, it could be argued that it is impossible 
to ascertain whether or not any given sample is representative of any of those 
populations.
Furthermore, criticism has been expressed for the way participants are categorised in 
different groups according to their sexual orientation. Some of the problems critics 
have identified are that different studies apply different definitions and most of the 
time they rely on parents’ sexual self-identification at the time of the study (Wardle, 
1997). Katz (1995) argues that the concept of sexual orientation is quite fluid, 
dynamic, complex, and difficult to define, as its meaning can vary across cultures, 
time, and even within individuals, thus making difficult the categorisation of 
participants in fixed and exclusive categories.
Overall, taking into consideration the criticisms and limitations of the literature in this 
area, it is important to note that over the last three decades since the first studies were 
published, no single reputable published study^ has yet suggested that gay and lesbian
t Certain religious and other non-scientiflc organisations opposing lesbian and gay parenting have often 
attempted to persuade the public and courts o f the potential increased risk posed to children brought up 
by gay and lesbian parents, referring to the work o f Paul Cameron in the United States (Cameron et al, 
1986; Cameron & Cameron, 1996). However, Cameron was expelled from both the American 
Psychological Association and the American Sociological Association for deliberate distortion and 
misinterpretation o f research findings in his research on gay and lesbian sexualities (Herek, 2002).
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parents are unfit or that their children are in any way at higher risk on the grounds of 
their parents’ sexual orientation.
Gay Adoptive Families
This section highlights some of the issues related to adoption and gay adoptive 
families, and discusses the first three studies conducted on gay adoptive families 
(Erich et al., 2005; Erich, Leung & Kindle, 2005; Leung, Erich & Kanenberg, 2005).
In the 1960s and 1970s public opinions and attitudes towards adoption were rather 
negative as they were related to the stigma attached to all three members of the 
adoption triad; the unwed mother, the illegitimate child, and the infertile couple. Over 
the recent decades public attitudes towards adoption have changed, but they still 
remain ambivalent. Adoption is more widely recognised, yet adoptive families are 
often considered ‘second best’ to biological families (Wegar, 2000). In contrast with 
same-sex couples, heterosexual couples often consider adoption as a ‘poor alternative’ 
to biological parenting - something possibly indicated also by the decreased number 
of heterosexual prospective parents over the last years since fertility treatments have 
advanced. Miall (1987) identified that as biological ties in families are assumed to be 
important for bonding and love, adoptive families were often considered second class 
as they were lacking this attribute. The above suggests that gay adoptive fathers are 
likely to be socially stigmatised, not only in terms of their sexual orientation and 
gender, but also in relation to their status as adoptive parents.
Historically, gay men were initially considered by public and private adoption 
agencies as prospective parents in the mid 1980s with the case of ‘AIDS babies’, 
usually bom to drug dependent mothers and/or in prostitution that prospective 
heterosexual parents largely rejected (Mallon, 2004). A recent national survey 
conducted in the US with public and private adoption agencies revealed that when gay 
applicants are accepted, they are still proportionally more often considered for 
‘difficult-to-place’ children with special needs (Brodzinsky, 2003). Mallon (2004) 
argues that even within the community of prospective adoptive parents gay men are 
often considered as second rate parents, limiting their available options.
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Literature on gay adoptive families
It is only recently that the first studies examining gay adoptive families have been 
published (Erich et ah, 2005; Erich, Leung & Kindle, 2005; Leung, Erich & 
Kanenberg, 2005). Similar to the case of gay and lesbian genetic parents, the main 
concerns expressed about gay adoptive fathers are related to their parenting abilities 
and the potential impact on the psycho-social development of their adoptive children 
(Brooks & Goldberg, 2001).
Erich et al. (2005) conducted the first exploratory study assessing family functioning, 
children’s behaviour, and the parents’ perceived level of support from formal and 
informal social support networks with a sample of 47 gay and lesbian adoptive 
parents and their 68 adoptive children. The exact numbers of gay adoptive fathers and 
lesbian adoptive mothers is not specified. Their study was conducted in the US and 
their sample was recruited through four adoption programmes located in a large 
metropolitan area. Erich et al. (2005) found that gay and lesbian adoptive families 
performed "within the healthy ranges established by scales measuring family 
functioning and adopted child's behaviour" (p. 17). These results seem to be in accord 
with the body of research on gay and lesbian non-adoptive parents, reporting that they 
are successful in meeting the necessary tasks for family functioning. Also, as 
previous studies with gay, lesbian, and heterosexual parents have shown, the 
children’s level of behavioural problems is not related to their parents’ sexual 
orientation (for example, Tasker & Golombok, 1995, 1997). Finally, the ratings for 
the perceived level of support from formal or informal social support networks, which 
is reported to be a significant factor in overall family functioning, were within the 
typical range (Leung & Erich, 2002).
Family functioning in this study was assessed using the Process Model of Family 
Functioning, a 50-item self-report instrument that assesses the level of achievement of 
a variety of basic, developmental, and crisis tasks. The assessment focuses on seven 
key dimensions related to task accomplishment, the level of performance of the 
various roles in the family, the communication processes, expression of affect, the 
degree and quality of involvement between the family members, issues of control, and 
values and norms. The Process Model of Family Functioning provides a conceptual
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framework for assessing family functioning based on the seven dimensions described 
above on three levels: 1) on a general level of the family as a whole, 2) on a dyadic 
level between family members and 3) on an individual level (Skinner, Steinhauer & 
Santa-Barbara, 1984).
An analysis of the interaction effect of variables in Erich et al’s (2005) study revealed 
two interesting findings: increased family functioning was related to parents who 
adopted sibling groups, and to families with children who were older when adopted. 
These findings contradict previous research with adoptive families headed by 
heterosexual parents, where the adoption of older children and the adoption of sibling 
groups were both related to increased levels of adoption disruption and poorer family 
functioning (Benton, 1985; Barth & Berry, 1988; Leung & Erich, 2002). Erich et al 
(2005) does not offer a possible explanation for their findings, and argues that to 
understand with greater detail and accuracy the way gay adoptive families function, 
more studies need to be conducted with a larger number of families, and that this 
should include longitudinal studies. A potentially important common characteristic 
among adopted sibling groups and older children is that they are both more likely to 
experience higher social stigmatisation which might be addressed in more effective 
ways within gay and lesbian adoptive families (Barth & Berry, 1988). Future research 
on gay adoptive families using qualitative methodologies might produce in depth data 
that could provide more detailed accounts of the way these families function and the 
possible reasons for their higher scores on family functioning with sibling group 
adoptions and the adoption of older children. One of the main limitations in Erich et 
al.'s (2005) study was the use of self-report instruments with the lack of a 
comparison/control group, which can raise issues of validity of the respondent's self- 
ratings.
This limitation was addressed in the second study by Erich, Leung, and Kindle (2005) 
that compared the sample of 46 gay and lesbian adoptive parents and their 68 children 
used in the first study with a sample of 26 heterosexual adoptive parents and their 43 
children. They found that family functioning, the level of child behavioural problems, 
and perceived family support were not related to the parents' sexual orientation.
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Finally, the third study conducted by Leung, Erich, and Kanenberg (2005) examined 
family functioning between three types of adoptive families: gay and lesbian adoptive 
families, heterosexual adoptive families, and adoptive families of children with 
special needs. Similar to the previous two studies, they found that the parents’ sexual 
orientation was not related to family functioning.
One of the main limitations of all three studies is that they used the same convenience 
sample of gay and lesbian adoptive families recruited from a specific geographic 
location and sharing similar characteristics; almost all parents were Caucasian with 
more than 12 years of education and middle class. This makes the generalisation of 
their findings problematic, although these three studies represent a basis for future 
research.
Overall, while over the last decade a considerable amount of research has been 
conducted on non-heterosexual parenting, research on gay adoptive families remained 
unavailable until recently. Based on the first studies on gay adoptive families, 
although there are only few and with considerable limitations, it is possible to advance 
a tentative hypothesis that gay adoptive families function at least as effectively as 
heterosexual adoptive families and that they might be advantageous in the case of the 
adoption of sibling groups and older children. Goffinan (1963) contended that people 
who relate to stigmatised individuals run the risk of being stigmatised themselves, a 
phenomenon he termed ‘courtesy stigma’. However, courtesy stigma refers to the 
interaction between non-stigmatised and stigmatised individuals. Gay adoptive 
families introduce a unique family context where both parents and children share 
socially stigmatised identities. Is it possible that gay adoptive families provide a 
context where shared social stigma is counteracted, justifying the higher scores in 
family functioning with the cases of sibling groups and older children who experience 
greater social stigmatisation?
Implications for Future Research and Psychotherapeutic Practice
Counselling psychologists are in a unique position, as they can positively affect the 
lives of minority clients and also become a powerful voice advocating for diverse 
populations within the scientific community, thus influencing theory development and
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public policy making (Patterson, 1995, 2000; Eriksen, 1999; Myers, Sweeney & 
White, 2002). The aim of this section is two-fold. Initially this section discusses the 
implications for future research based on the existing literature on gay parenting and 
gay adoptive families. Also, this section discusses the potential implications of the 
relevant literature for practitioners working with gay adoptive families.
Research Implications
(i) The difference paradigm
Most of the research on non-heterosexual parenting, including the three studies on gay 
adoptive families discussed above, tends to focus on comparing non-heterosexual 
families with heterosexual families, an approach defined as the ‘difference paradigm’. 
Hicks (2005) argues that the difference paradigm seems to be based on a theory of 
sexuality regarding gay men and lesbians as essentially different with a set of 
characteristics that they can pass onto their children through parental, environmental, 
and/or genetic influences. Along these lines, Burman (1994) warns that by the very 
focus on possible differences these studies reinforce homophobic assumptions rather 
than question them. Furthermore, Aderssen et al. (2002) argues that the difference 
paradigm seems to reinforce the assumption of the nuclear heterosexual family as the 
‘gold standard’, maintaining a hierarchy of family forms in which traditional arid 
heteronormative family forms are dominant against any other family form. Link and 
Phelan’s (2001) more recent definition of social stigmatisation supports that labelling 
individuals and placing them in distinct categories accomplishes a degree of 
separation of ‘us’ from ‘them’, that leads to the rejection, exclusion, and 
discrimination of those labelled as ‘others’.
Furthermore, a potential danger of the difference paradigm is that it reinforces the 
assumption that the differences between two groups are greater than differences 
within the groups. Research on issues of diversity between different types of gay 
families remains scarce (Patterson, 2004). There are a number of aspects that 
differentiate gay families, such as the way children enter into the family (birth or 
adoption), whether children are brought up by a single parent or a couple, the degree
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of support from relatives and friends, or the extent to which gay and lesbian parents 
are open about their sexual orientation. These aspects of diversity relate to areas that 
have not been researched appropriately or at all, which could potentially inform us of 
the way various types of gay families function. More specifically on gay and lesbian 
adoption, Appell (2001) argues that social science research should incorporate the 
social changes that shape the adoptive families’ identities and behaviours such as 
recent legislation enabling same-sex couples to adopt jointly and the introduction of 
various types of adoption (e.g., open adoption which enables different degrees of 
communication between biological parents, adoptive parents, and the child).
In support of the difference paradigm, it can be argued that in the middle of the last 
century research focused on comparing the psychological functioning of gay men and 
lesbians with heterosexuals (i.e. Hooker, 1957), thus contributing to the removal of 
homosexuality from the list of mental disorders. Likewise, the same process may 
apply to the children of gay parents today, potentially contributing to identifying 
similarities and breaking negative stereotypes, which may lead to the greater 
acceptance of those families.
Overall, after three decades of research on gay and lesbian families dominated by the 
difference paradigm, both the advantages and disadvantages of this approach are 
becoming more apparent. Research in this area has served as a political instrument 
advocating for the rights of gay and lesbian families, but it is also a tool for 
understanding the unique characteristics of those families, facilitating ethical and 
effective therapeutic practice. A more balanced approach between the paradigms of 
differences and diversity seems important.
(ii) Gay adoptive fathers
The research on gay adoptive fathers has been non existent until recently. 
Generalising from the existing literature on gay parenting to gay adoptive fathers and 
their families is problematic for a number of reasons. Overall, although the research 
on gay parenting has a longer history, it has been limited in quantity and size and has 
focused on specific areas while ignoring others (Anderssen et al., 2002). Also, most of
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the research has been conducted with gay fathers who maintained a supportive 
parenting role within a heterosexual union or a peripheral role as visiting fathers after 
divorce. This does not address the unique issues introduced by gay adoptive families 
where gay men are the primary caregivers of children.
In addition, the processes, challenges, and experiences of entering parenthood are 
likely to differ between gay men who became parents within heterosexual unions (e.g. 
experiencing divorcé, coming out), and gay men who become parents within same- 
sex couples (Hicks, 2005). Furthermore, especially in the case of entering parenthood 
through adoption, the very process of becoming involved with the social care system 
and its procedures represents a unique set of experiences, challenges, and issues for 
prospective fathers.
Future research on gay adoptive families should address the areas that the literature on 
gay parenting has not investigated, as well as address the unique intersection of 
attributes of the role of gay adoptive fathers in terms of their gender, sexual 
orientation, and adoptive status in their identity development and in their parenting.
Practice Implications
As with any stigmatised minority population, it is important for counselling 
psychologists to assess their own beliefs and attitudes when working with these 
clients. Especially in the case of gay and lesbian clients, it is important for counselling 
psychologists to work from an affirmative framework, celebrating sexual diversity 
and supporting the development of gay and lesbian identities (Milton, Coyle & Legg,
2002). Psychotherapists can work with gay prospective parents through different 
stages of the adoption process, from initial planning and consideration to the 
assessment process, the first period of adoption and throughout.
Issues common to adoptive families such as loss, attachment, identity, and differences 
in gender, class, and race, intersect with issues unique to gay parenting such as 
homophobia and heterosexism. In addition, another layer of complexity that 
counselling psychologists should consider when working with gay adoptive families 
is the type of adoption, as it can have a profound effect on the adoptive family and its
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development. In the case of open adoption that enables communication between the 
biological parents, the child, and the adoptive parents, it is especially important to 
explore the quality of the relationships between the adoptive and biological parents, as 
it can be a source of support or a source of concern.
The shared socially stigmatised status of parents and children in gay adoptive families 
introduces some unique challenges, but it also presents some unique opportunities that 
counselling psychologists can address and explore. For example, the journey through 
adoption for gay prospective fathers is likely to involve some exposure to heterosexist 
assumptions and prejudices when they come into contact with public or private 
agencies. In this process, gay and lesbian adoptive parents are called upon to maintain 
their hope and self-esteem even though the process can be challenging and traumatic 
at times. This process of vulnerability can also resemble the journey of adoptive 
children into the adoption system (James, 2002). Furthermore, the stories of coming 
out for gay men can often entail experiences of loss of their family and friends, 
attachment issues through their need to belong, and their participation in extended 
supportive networks based on social relationships rather than blood ties, which share 
common issues with many of the stories of adoptive children. In addition, gay 
adoptive fathers can identify constructive ways they have dealt with issues of 
difference and acceptance in their lives that are central for adoptive children and 
especially in cases of interracial adoptions (Hicks, 1998). Gay adoptive fathers are 
likely to help their adoptive children in managing a stigmatised identity and their 
process of ‘coming out’ as adopted children. What becomes clear is that, although the 
similarities between gay prospective fathers and adoptive children might not be 
readily apparent, they can become a common ground for developing deep and 
meaningful relationships.
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An interpretative phenomenological analysis of the psychosocial impact of HIV- 
drug resistance in a group of gay men.
ABSTRACT
Advances in medication claim to have transformed HIV from a terminal disease to a 
chronic illness. However, these advances have also introduced some unique challenges; 
HIV-drug resistance, the failure of medication to stop the replication process of the HIV 
virus, is an increasing concern for those infected. There is an extensive amount of current 
literature on medical studies relating to HIV-drug resistance, but the psychological 
processes and the impact of living with HIV-drug resistance have been largely 
overlooked. Therefore, the aim of this study was to explore the psychosocial impact of 
HIV-drug resistance in a group of HIV-positive gay men who have experienced this 
phenomenon. Also, the aim was to examine how these men adjusted to drug resistance. 
Consequently a semi-structured interview schedule was developed to elicit the 
participants’ personal experiences and views of HIV-drug resistance. Data were analysed 
using Interpretative Phenomenological Analysis (IPA). Four master themes emerged 
from the analysis: (1) Back to the battle days? (2) Understanding HIV-drug resistance, (3) 
Fight, hide or hand it over and (4) Issues of disclosure. This study can be seen to expand 
the current knowledge base on HIV management as well as inform professionals who 
work with HIV-positive gay men experiencing drug resistance.
Key words: HIV-drug resistance, gay men, HAART, counselling psychology, 
Interpretative Phenomenological Analysis.
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GLOSSARY
HIV: HIV stands for Human Immunodeficiency Virus. HIV is the virus that causes AIDS 
(Acquired Immune Deficiency Syndrome). HIV particularly attacks a special type o f  immune 
system cell known as a CD4 lymphocyte.
AIDS: AIDS stands for Acquired Immune Deficiency Syndrome. When a person’s immune 
system loses too many CD4 cells because o f  HIV, it becomes vulnerable to attacks o f  other 
infections as well. When a person becomes seriously ill or when the number o f  immune system  
cells left in their body drops below a particular point a person is diagnosed with AIDS.
HAART: HAART stands for highly active antiretroviral therapy. It is the combination o f  at least 
three antiretroviral (anti-HIV) drugs that aim to slow the replication rate o f  the virus in the body 
o f  the infected person. Even among people who respond well to HAART, the virus continues to 
replicate but at a slower rate.
H IV -D rug resistance: Resistance to anti-HIV drugs occurs when the anti-HIV drugs fail partly 
or totally to control the replication process o f  HIV. HIV-drug resistance can be the result o f  tiny 
changes (mutations) to the structure o f  the virus or a person can be infected with a strain o f  HIV 
that is already resistant to some or all o f  the anti-HIV drugs (multi-drug resistance).
V iral load: is a measure o f  the actual number o f  viruses per milliliter o f  blood. Viral load is part 
o f  the therapy monitoring together with CD4 count (see below).
CD4 count: The CD4 count is the measurement o f  the number o f  CD4 cells per millimetre o f  
blood. The CD4 count in combination with the viral load test indicates the level o f  health o f  the 
immune system o f  an infected person, and determines the stage and outlook o f  the disease.
Lipodystrophy: a side effect o f  HAART characterised by disturbance o f  the metabolism o f  body 
fat resulting in peripheral fat depletion or accumulation.
Folliculitis: a skin infection o f  the hair follicles, common to HIV positive people.
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INTRODUCTION
The HIV/AIDS situation is a complex and dynamic one, constantly introducing new 
challenges. Since the first five clinical cases were reported in the USA twenty-six years 
ago, HIV/AIDS has become a global epidemic affecting all communities regardless of 
sexual orientation, gender, race or social status. In the mid-1990s, advances in anti-HIV 
medication seemed to transform what was once considered a death sentence into a 
chronic illness. Highly Active Anti-Retroviral Therapy (HAART), also known as 
combination or triple therapy, has played a significant role in decreasing the number of 
people dying from HIV-related illnesses. It has also dramatically extended the life 
expectancy of those infected. However, after the initial optimism, it started to become 
apparent that living with HIV as a chronic illness introduced its own unique challenges. 
HIV-drug resistance, the failure of medication to control the replication process of the 
HIV virus, is an increasing concern for those infected. The study reported in this paper 
aimed to explore the psychosocial impact of HIV-drug resistance on a group of HIV- 
positive gay men. Also, it aimed to explore how these men responded to HIV-drug 
resistance.
HIV trends in the UK
According to the World Health Organisation (WHO), the number of people living with 
HIV globally has steadily increased from around 8 million in 1990 to nearly 40 million in 
2006, and is still growing (WHO, 2006). Sir Liam Donaldson, the UK’s chief medical 
officer, has described HIV as the "fastest growing serious health condition" (Querido, 
2004, p. 537) within the country. New HIV infections in the UK doubled during the 
period 2000-2005; In addition, within Western Europe and North America, the UK was 
the country with proportionally the largest increase in new HIV infections during the 
period 1998-2005; in 2005, it was estimated that 63,500 people were living with HIV in 
the UK (Health Protection Agency United Kingdom, 2005).
The two groups most affected by HIV in the UK are men who have sex with men (MSM) 
and migrants from countries where HIV rates are high (EuroHIV, 2006). It is suggested
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that the steady increase in the number of new HIV infections in Western countries might 
be related to a false optimism that the epidemic is over due to the decline in AIDS-related 
deaths after the introduction of HAART in 1996 (Halkitis & Wilton, 1999). Two 
important trends can be identified in regards to HIV transmission within the UK: firstly, 
since 1999, although the number of new HIV infections contracted through heterosexual 
intercourse has outnumbered that of HIV infections which occurred between men who 
have sex with men (MSM), MSM remains the most affected group. Gay and bisexual 
men represent 45% of adults living with HIV in the UK (Health Protection Agency et al., 
2006); secondly, almost half (43%) of new HIV diagnoses in 2005 were made in London 
(Health Protection Agency United Kingdom, 2006).
HIV-drug resistance: description and prevalence rates
While HIV remains incurable and anti-HIV medication plays a significant role in the 
lives of those infected, HIV-drug resistance will remain a serious concern. This section 
provides a basic understanding of HIV-drug resistance, how people become HIV-drug 
resistant, and what the prevalence rates are in the UK. The role of anti-HIV medication is 
to control the replication process of the virus and maintain its numbers at low levels. 
However, as the HIV virus has the ability to replicate in billions within the body of an 
infected person every day, ‘mistakes’ in the replication process can lead to mutations of 
the virus that are resistant to existing medications (Perelson et al., 1996). In this case 
people acquire resistance to the medication; low adherence to medication is believed to 
increase the likelihood of developing resistance. Drug resistance can also be transmitted 
from one person who has a drug-resistant strain of HIV virus to another (known as 
transmitted resistance).
The term HAART is used to describe a combination therapy of three or more 
antiretroviral (anti-HIV) drugs. Currently there are around 20 antiretroviral drugs, divided 
into three classes: Nucleoside Analogue Reverse Transcriptase Inhibitors (NRTIs), Non- 
Nucleoside Analogue Reverse Transcriptase Inhibitors (NNRTIs) and Protease Inhibitors 
(PI). HIV-drug resistance is defined according to the class of drugs to which resistance
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has developed. HIV patients can develop resistance to either one or all three classes of 
antiretroviral drugs. According to the UK’s HIV-drug resistance database it is estimated 
that: 17% of those treated show resistance to only one class of antiretroviral drugs; 8% to 
two classes; and 4% are resistant to all three classes of drugs (UK Collaborative Group, 
2005). However, the rates of drug resistance among chronic HIV patients seem to be 
much higher. In a six year longitudinal study of 4306 HIV positive people from the 
London area, nearly 20% were seen to have developed resistance to at least two classes of 
drugs (UK Collaborative Group, 2005).
One of the most important implications of HIV drug resistance is that it can limit the 
treatment options for an infected person, leading to treatment failure that can be 
potentially lethal. Grover et al. (2005) found that in a UK study of 535 HIV positive 
people with multi (three)-class resistance, nearly 10% died within twenty-four months.
Relevant research
Although there has been an increasing interest in HIV-drug resistance, it seems that 
research focuses almost exclusively on the prevention aspects; looking at issues of 
treatment adherence and investigating high risk sexual behaviours (e.g. Chin-Hong et al., 
2005; Kozal et al., 2004; 2005). No previous study seems to have investigated the impact 
and/or the adaptive processes of those who have developed HIV drug resistance. This 
body of knowledge is important for psychotherapists and counselling psychologists 
working with HIV positive clients who might face the challenges of drug resistance.
Given that the psychosocial impact of HIV-drug resistance is an unexplored area, 
relevant literature on the impact of HAART on HIV-positive people could potentially 
offer some insights. Catz et al. (2001) conducted an experiment to assess the 
psychological impact of HIV treatment outcomes by using hypothetical vignettes on a 
sample of asymptomatic HIV positive people. They found that a hypothetical increase in 
the amount of the HIV virus (a possible indicator of drug resistance) resulted in feelings
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of devastation, fear and depression. Furthermore, greater feelings of devastation were 
observed in a scenario where a physician recommended a change of medication.
Siegel and Schrimshaw (2005) reported that in a comparative study of HIV positive 
people living in the pre-HAART and HAART eras, those in the HAART era were 
significantly more likely to experience stress in relation to their health, social 
stigmatisation, HIV disclosure and sense of control. This result was contrary to their 
expectations and they argued that potentially the participants’ initial high expectations 
about the efficacy of HAART, in contrast to their experiences of. side effects of HAART 
and the uncertainty of HAART’s long term efficacy may have contributed to their 
findings. Similarly, Halkitis, Shrem and Zade (2005) carried out a study on the 
psychological impact of taking HAART. They found that high levels of anxiety were 
related to concerns about the long-term effectiveness of HAART and the demands of 
maintaining high levels of adherence.
In addition research on the impact of Lipodystrophy, a side effect of HAART 
characterised by disturbance of the metabolism of body fat, has identified almost 
exclusively negative changes related to stigmatisation, isolation, anxiety, depression and 
impairment in self-esteem, interpersonal relations and sexual functioning (Burgoyne et al., 
2005). It is important to note that, although lipodystrophy can dramatically change a 
person’s body shape, unlike HIV drug resistance it is not life-threatening in itself.
Nilsson Schonnesson (2002) argues that although advances in anti-HIV medication seem 
to have improved the lives of HIV positive people when assessed by medical markers (i.e. 
CD4 counts and viral load), they have not taken away the uncertainty of HIV, the social 
stigma of HIV, or the fact that HIV remains an incurable disease that is infectious. The 
research in this area is still limited and the psychosocial impact of HAART on HIV 
positive people seems to be more complex than initially expected.
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The aims o f  this study
This study aimed to explore the psychosocial impact of HIV-drug resistance reported by 
a group of HIV-positive gay men who have experienced drug resistance. Also, it aimed to 
explore how these men responded to drug resistance.
METHOD
Participants
A number of criteria were identified in determining suitable participants for the study, 
namely self-identified gay men: who were aged over 18; who had been diagnosed with 
HIV for at least six months - a criterion adopted to minimise the risk of inducing distress; 
and who had received a diagnosis of HIV-drug resistance. These criteria were also 
adopted to ensure the participants’ homogeneity in terms of how HIV-drug resistance as 
defined in this study (i.e. excluding patients who changed or terminated their medication 
due to severe side-effects rather than drug failure).
Invitation letters about the study were sent to voluntary organisations, internet groups and 
web sites for HIV positive gay men in London. Eight candidates expressed an interest in 
participating in this study; three were excluded on the basis of not meeting some of the 
inclusion criteria; the remaining five took part in the study. All the participants lived in 
London and had various ethnic and cultural backgrounds (2 British White, 1 British 
Black, 1 Irish White and 1 Other European White). Participants’ mean age was 45.2 years 
(range 39-52; SD 4.7). Two were currently in full-time employment, one was retired and 
the other two received incapacity-related benefits because of their HIV status. Two of the 
participants had a postgraduate degree/diploma and three had a degree. All were single 
and lived alone. They had known of their HIV status for a mean duration of 19.2 years 
(range 9-25; SD 6.05). The mean number of years that participants had been on anti-HIV 
medication was 11 (range: 3-16; SD 4.9). Two participants had experienced multi-drug 
resistance, partial or total, to all three classes of anti-HIV medication; two participants
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had experienced resistance to all drugs in one class of anti-HIV medication (NNRTI); and 
one participant had experienced resistance to two drugs from two different classes of 
medication (NNRTI and NRTI). The mean number of months that participants had 
experienced HIV-drug resistance was 16.4 (range 4-24; SD 8.5).
Data Collection
Development of the interview schedule
Data in this study were collected using semi-structured, face-to-face interviews. Semi­
structured interviews were chosen as they facilitate rapport, especially when sensitive 
issues are discussed. In addition, they allow the exploration of novel themes as they arise 
and offer the opportunity to monitor the interpretation of questions (unlike 
questionnaires). Furthermore, semi-structured interviews have been one of the most 
common means of data generation associated with the method of data analysis that is 
used in this study, as they can provide rich data (Smith & Osborn, 2003). The interview 
schedule was developed based on information gathered from a key informant and from 
existing research on experiences of HIV-positive gay men (e.g. Little, 2004). The key 
informant was an HIV positive woman with drug resistance that worked in an 
organisation supporting HIV positive people across the UK. The interview schedule 
consisted of open-ended, non-directive questions, allowing the exploration of the 
participants’ experiences and perspectives of HIV drug resistance. The emphasis was on 
the impact of drug resistance and their ways of adjusting to it (see appendix 5).
Ethical approval for the study was obtained by the School of Human Sciences Ethics 
Committee of the University of Surrey (see appendix 2). The interview schedule was then 
piloted and, as only minor changes were needed, the decision was made to include the 
pilot interview in the analysis.
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Ethical considerations
Throughout the process of this study, from its design to its completion, an important 
aspect has been the consideration of the ethical issues involved. The British 
Psychological Society’s (BPS) ethical guidelines (2006) formed the resource through 
which ethical issues were addressed and evaluated. The primary ethical issues arising 
from this study were: obtaining informed consent, protecting participants from harm, and 
safeguarding participants’ confidentiality.
All interviews were conducted by the researcher in the interviewees’ own homes. 
Participants were informed in advance about the study procedures (see appendix 3). On 
the day of the interview, participants were given the opportunity to bring up any queries 
about the study before signing an informed consent form (see appendix 4). Interviews 
were audio-recorded (digitally) and lasted between 60 and 90 minutes; no participant 
became distressed while talking about their experiences. At the end of the interview, 
participants received a compensation of £30 for the time they gave, without affecting any 
of their rights in any way. Interviews were transcribed verbatim by the researcher, and the 
real names of people, organisations and places were replaced with pseudonyms or generic 
descriptive terms to protect participants’ confidentiality.
Analytic Approach
Data in this study were analysed using Interpretative Phenomenological Analysis (IPA) 
(Smith, 1996; Smith, Flowers, & Osborn, 1997; Smith, Jarman, & Osborn, 1999). As each 
analytic method has its own strengths and weaknesses, an attempt was made to identify 
an approach that would most effectively address the aims of this study (Smith, 2003). 
Since the aim of this study was to explore internal processes and complex experiences 
within an uncharted research area, a qualitative methodology was chosen in order to 
enable a more flexible and open approach. Furthermore, among the various qualitative 
methodologies, IP A seemed appropriate for three main reasons: IP A provides a 
framework to explore a topic through the participants’ point of view, allowing space for
121
their personal experiences to be expressed; it acknowledges the importance of the role of 
the researcher throughout the research endeavour, and provides space for greater 
transparency in terms of the researcher’s commitment to, and investment in, the topic; 
finally, it provides a clear and relatively structured approach to the qualitative analysis of 
data (Smith, 1996).
As its name implies, IP A is a method of analysis that focuses on the phenomenological -  
individuals’ subjective experiences of an object or event within a particular social, 
cultural and historical context. In other words, it is concerned with how a “phenomenon” 
appears to an individual. In that sense the process would resemble looking at an object or 
an event through the participant’s eyes. According to this approach, the unique, 
subjective experience of an event becomes the reality for that person. Also, IP A 
recognises the dynamic and influential role of the researcher in engaging with and 
interpreting the participants’ experiences based on his/her own experiences and 
conceptions, adding in a sense another layer of subjectivity into the final outcome. Smith 
(2004) refers to this process as ‘double hermeneutic’ since the researcher is trying to 
make sense of the participant, who is in turn trying to make sense of the world. However, 
this double layer of subjectivity introduced by the researcher does not make the analysis 
weaker, but rather realistically addresses the researcher’s input in the process of making 
meaning of the phenomena/on under investigation. In that sense, IPA provides a rich and 
multidimensional account of the research process.
The researcher’s own position as a gay man with limited experience in HIV/AIDS, would 
allow a sensitive approach to the topic, and the analysis of the data to be driven by the 
participants’ experiences rather than the researcher’s. Furthermore, the researcher’s own 
ideas and conceptions on the topic were monitored throughout the research process. A 
more detailed description of the dynamic interplay between the researcher’s own ideas 
and conceptions and the research process can be found in the Personal Reflections at the 
end of this paper (see appendix 1).
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Smith (1996) argues that there is no single way of implementing IPA. The process of 
analysis in this study involved the following steps: firstly, each transcript was read a 
number of times and notes were made in the form of summaries, associations or 
preliminary interpretations of parts that seemed interesting or significant in light of the 
research aims; secondly, through further familiarisation with the transcripts, the initial 
notes were condensed to produce initial themes. Care was taken to ensure that theme 
titles were grounded in the data; thirdly, after this process was completed, possible 
relations between themes were explored and emerging themes were clustered or 
collapsed; fourthly, a master list of theme titles was produced, together with their 
subordinate themes for each transcript; finally, master themes from each transcript were 
integrated into an all inclusive master themes list that captured the essence* of the 
participants’ experience of HIV-drug resistance and produced a logical and coherent 
research narrative (Smith, 1996).
Many of the traditional criteria for evaluating the quality of scientific research, such as 
reliability and validity, are relevant to quantitative methodologies, but are inappropriate 
for evaluating qualitative research because of the epistemological differences between the 
two approaches (Henwood & Pidgeon, 1992). However, this does not mean that 
qualitative methodologies do not prescribe to ensure the quality of the data and the 
analysis (Smith, 1996). Elliott et al. (1999) suggest a number of criteria that are common 
among the different qualitative methodologies such as grounding interpretations in 
examples and providing credibility checks. In this paper, themes and interpretations were 
illustrated by extracts from the participants’ transcripts, allowing readers to appraise the 
fit between the author’s understanding and the data, and also providing the opportunity 
for alternative explanations. In addition, the analyses credibility was checked by another 
experienced social psychology researcher; not with the assumption that this would 
produce consensual and definitive readings of the data, but in the hope that it would 
enable the ‘groundedness’ of the analysis to be checked, and any discrepancies or overly 
idiosyncratic interpretations by the original analyst to be identified.
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ANALYSIS
This section presents an account of the experiences of HIV-drug resistance, following the 
analysis of data collected from a group of HIV-positive gay men. The resultant main 
themes were: ‘back to the battle days?’, ‘understanding HIV-drug resistance’, ‘fight, hide 
or hand it over’, and ‘issues of disclosure’ (see Table 1 below). Due to space limitations 
only the first three main themes are discussed in this section (the fourth theme is 
presented in appendix 6). Themes and sub-themes are illustrated with quotations from the 
participants’ accounts. In these quotations: empty square brackets indicate where material 
has been omitted [ ]; clarificatory information appears within square brackets in italics 
[for example]; and three dots ... indicate a pause in the flow of speech.
Table 1: Main themes and sub-themes
A) Back to the battle days?
• 1 Limited medication options 
•2 Time running out
B) Understanding HIV-drug resistance
• 1 Too medical -  too confusing
•2 The demanding lodger
•3 Others can’t see it and it doesn’t hurt...
C) Fight, hide, or hand it over
•  1 Fighting spirit
•2  In the closet for friends and out o f  the community 
•3 Hand it over to the doctors
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D) Issues o f disclosure (see appendix 6)
•  1 More lies at work 
•2 The ’bad’ patient 
*3 Casual sex with multi-drug resistance
A) Back to the battle days?
This theme describes the participants’ initial experiences after receiving the diagnosis of 
HIV-drug resistance. For all participants except one, HIV-drug resistance initially seemed 
to stir fears and concerns related to their previous experiences of an AIDS diagnosis. 
Similar to their previous experiences of AIDS, participants were concerned whether, due 
to limited medication options they would get sick and have to battle for their lives once 
again. The participants’ experiences seemed to revolve around two sub-themes: ‘limited 
medication options’ and ‘time running out’. These sub-themes will be discussed 
separately for conceptual clarity. In the interviews there was much overlap and 
connection between the two as the following extract demonstrates where Johan discusses 
his uncertainty about both his medical options and his remaining time:
7 didn ’t know where this was going to go, what was going to happen now. All o f 
these questions, what were my options? Is it back to the battle days? How long 
have I  got now? [ ]  Am I  going to get sick again? ’
Limited medication options
The diagnosis of HIV-drug resistance by itself was not always reported to have been a 
distressing experience; it became distressing only when it related to limited medication 
options. For example:
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‘The first diagnosis o f resistance I  got it in 1997, but it didn 7 matter to me 
because there was something else to try. Resistance it doesn’t matter to me 
psychologically i f  there is something else. What was an issue, was in 2005 when 
my CD4 dropped to 30 and there was nothing [ ]  I  was resistant to everything and 
that took me back to 1995 ’ [when he was diagnosed with AIDS]. (Brian)
Similarly Tom described running out of medication options as his main concern when he 
found that he was HIV-drug resistant:
7 was stressed up about how many options I  have got. I f  I  was resistant to some 
drugs what that would mean for me? [  ]  My main worry was running out o f 
options’.
Furthermore, both Tom and Peter discussed their concerns about limited medication 
options that might entail having to suffer severe side effects or other HIV-related 
symptoms. The following two extracts illustrate this:
‘You feel under such pressure because there are so few options and you might 
react to it so severely that it might be difficult to continue taking... ’. (Tom)
T got lipodystrophy, that depressed me, and I  worried that I  would have to keep 
on the existent medication because I  had drug resistance ’ (Peter)
Time running out
Participants discussed their experience of HIV-drug resistance not only in terms of 
medication but also in terms of their perception of time. For example Tom discusses the 
change in his perspective of time after his diagnosis:
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7 was anxious again about the future...during the hospitalisation [because o f 
AIDS] it was whether I  would live until the end o f the week.... then when I  start 
getting better it was whether I ’ll live until the end o f the month and so on, 
gradually the timeline started getting longer [  ]... with drug resistance my timeline 
started getting limited again’.
The diagnosis of HIV-drug resistance seemed to recreate a similar landscape to the one 
most participants had experienced when diagnosed with AIDS. The common concern that 
participants seemed to express in both sub-themes was about living with the uncertainty 
of HIV; as HIV-drug resistance brought uncertainty to the foreground in the form of 
limited medication options and remaining time. Uncertainty is one the most difficult 
challenges for those living with HIV, as the boundaries between health and illness 
become nebulous (e.g. Buckingham & Van Gorp, 1999; Swindels et al., 1999; Evian, 
2000). Also the assumptions of time are shattered since the option of a future is either 
gone or becomes fragile (Davies, 1997, Lee, Solts & Bums, 2002). Facing the uncertainty 
of HIV-drug resistance, the participants seemed to appraise their situation based on their 
previous experiences of AIDS. According to the cognitive model of stress and coping 
(Lazarus & Folkman, 1984; Folkman 1997), when individuals are faced with a stressful 
situation, they will initially try to appraise it, to assess whether it entails harm, loss or a 
challenge for them. In this case the primary appraisal of the HIV-drug resistance 
diagnosis seemed to entail a sense of loss in terms of options and time as related to the 
participants’ previous experiences of AIDS.
B) Understandins HIV-drus resistance
After the initial diagnosis, most participants had lived with HIV-drug resistance for at 
least several months to over a year. Living with HIV-drug resistance seemed to resonate 
in different ways and at different levels with the participants. Their understanding of 
HIV-drug resistance and its impact on their lives revolved around the following three
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sub-themes: ‘too medical -  too confusing’, ‘the demanding lodger’ and ‘others can’t see 
it and it doesn’t hurt.
Too medical -  too confusing
Some participants seemed to actively engage with their experience of HIV-drug 
resistance by trying to understand it as a medical condition. This was achieved by reading 
medical journals and visiting relevant web sites. These participants reported that in the 
past they had applied a similar approach of trying to educate themselves about HIV- 
related symptoms or medication side effects in order to make informed decisions. 
However, the participants reported that their attempts failed when they tried to 
understand HIV-drug resistance as a medical condition through self-reading. The 
following extract illustrates this, as Johan discusses his attempt to understand HIV-drug 
resistance as a medical condition:
‘...if I  didn Y stop [reading about HIV-drug resistance] I  would have gone mad. I  
would need a degree in physics and chemistry to understand everything about 
mutations and drug combinations, I  was receiving stuff through the post, papers 
and medical journals. But it was too much information and not knowing what to 
do with it. And reading all the negative bits, the worst things that could happen. 
All the negative scenarios, I  was caught up to and I  thought “no, forget about 
f&w".
In the literature on coping, seeking information is regarded as an active/ problem focused 
strategy that results in decreased distress and better adjustment (e.g. Lazarus & Folkman, 
1984; Folkman, 1997). Also, seeking information is perceived as the opposite of 
passive/emotion focused strategies such as avoidance (Folkman, 1997). However, the 
previous extract seems to contradict this approach as seeking information could be 
perceived as an avoidance strategy, which actually increased the participant’s distress. 
Johan seemed to avoid acknowledging and/or accepting the emotional impact of HIV- 
drug resistance on his life. Updegraff and Taylor’s (2000) argument that in situations
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which are uncontrollable or cannot be modified, acceptance strategies rather than 
active/problem focused strategies might be most adaptive, seem more relevant here.
Others can’t see it and it doesn ’t hurt...
HIV is a complex situation and the majority of participants reported their experience of 
HIV-drug resistance as coinciding with other HIV-related symptoms (e.g. lipodystrophy, 
sexual dysfunction, folliculitis). Some participants, when questioned about the impact of 
HIV-drug resistance, seemed to focus almost exclusively on the impact of these other 
HIV-related symptoms, and avoided discussing the impact of HIV-drug resistance on 
them. In the following extract Nikos describes his experience of folliculitis - a skin 
infection of the hair follicles that is common in HIV positive people - that coincided with 
his experience of HIV-drug resistance.
‘...and also at the time I  got a bacterial infection...because my system was down. I  
got folliculitis. ..so I  had these kind o f boils... really horrible ones.
Later, when he was questioned about the most challenging thing for him about HIV-drug 
resistance, Nikos replied:
‘Folliculitis was very upsetting for me, because at night I  couldn’t even sleep. I  
had to be careful which side I  slept. Being very tired, making ,an effort going to 
work’.
In the previous extract Nikos appears to focus exclusively on the impact of folliculitis and 
to either avoid or ignore the impact of HIV-drug resistance. In a similar way, and in 
response to the same question, Tom, who experienced facial wasting -  a sign of 
lipodystrophy -  at the time he was drug resistant, seemed to focus exclusively on his 
facial wasting.
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‘...Facial wasting, it was something everyone could see. Everyday people were 
telling me that I  looked ill...so it was really big, quite difficult for me. There was a 
whole process there that knocked down my confidence ’.
In the last two extracts the participants seem to avoid explicitly discussing about HIV- 
drug resistance. The meaning and the impact of HIV-drug resistance on their lives can be 
inferred in relation to the other HIV-related symptoms they focus on. For these 
participants, HIV-drug resistance seemed to have less impact in comparison to the other 
HIV symptoms, since it appears to be physically painless and an internal/private 
condition in comparison to folliculitis and facial wasting. However, this might also be
s
perceived as an attempt to minimise the impact of HIV-drug resistance.
The demanding lodger
In contrast, only one participant seemed to engage emotionally with his experience of 
HIV-drug resistance. Brian seemed to locate to HIV-drug resistance within his broader 
understanding of living with HIV. In his interview, he described the HIV virus as an 
‘intrusive lodger’, who over time increased his demands. Brian described his experience 
of HIV-drug resistance within this context as illustrated in the following extract:
‘Medication helps managing the bad behaviour o f the lodger...he lives inside me 
and medication helps me to manage his physical demands...it controls the 
demands o f the lodger. I f  medication fails then I  have no tools to control his 
demands, either his physical or emotional demands ’.
Brian seems to personify the HIV virus as a lodger and describes the challenges of the 
HIV illness, including HIV-drug resistance, as part of the lodger’s ‘bad behaviour’. 
Within his broader narrative of living with HIV, drug resistance becomes part of it and 
thus gains meaning. Although Brian seems to acknowledge his lack of control over HIV- 
drug resistance and its impact on him, giving personal meaning to his experience can be 
perceived as a way to normalise it, make it more familiar and thus less threatening.
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In this theme, although participants seemed to understand HIV-drug resistance in 
different ways, they all seemed to try to achieve the same goal: to somehow control the 
impact of HIV-drug resistance on their lives.
C) Fight, hide, or hand-it-over
This theme discusses the various ways participants described their adjustment to HIV- 
drug resistance. This seemed to be linked to the way the participants related to and 
understood their experience of HIV-drug resistance. The participants’ experiences of 
adjustment revolved around three sub-themes: ‘fighting spirit’, ‘in the closet for friends 
and out of the community,’ and ‘hand it over to the doctors’.
Fighting spirit
All participants reported that, as with any other HIV-related challenge, they felt largely or 
solely dependent on themselves when facing HIV-drug resistance. Most participants 
reported that adjusting to HIV-drug resistance was related to a specific mental state that 
seemed to revolve around the concept of ‘fight’. For example Peter described this by 
saying:
7 did a complete mental thing, I  was determined not to get depressed or get down 
about it [ ]  I  think I  learned early on, that this whole thing it is either fight or die. 
I f  I  fight I  will go on but i f  I  don’t fight it I  will die... A lot comes from my inner 
strength ’.
Peter talked about adjusting to HIV-drug resistance in a dichotomous way: as ‘fight’ or 
‘die’. Brian also described his process of adjusting to HIV-drug resistance in a 
dichotomous way, but in terms of personal choice and control:
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‘You got two choices there, depending on your nature. You can either paralyse or 
you can either do something to get control o f it. You have witnessed these things 
with others, so you are ready to decide which way you want to go’
In addition, what seemed to keep the participants’ motivation and fighting spirit alive 
were the effort and achievements they had accomplished in relation to HIV in the past. 
The following two extracts illustrate this:
‘...I couldn’t let go o f everything that I  have fought so hard. It would be silly to let 
go o f all that ’. (Johan)
‘Having gone through so many things in the past I  thought that this [HIV-drug 
resistance] was one more thing I  had to go through and I  wouldn ’t allow myself 
to give up ’. (Peter)
According to Taylor’s Cognitive Adaptation theory (1983), stressful life events challenge 
a person’s sense of meaning, mastery and self-esteem. According to her theory, people 
under such circumstances are motivated to restore them. Here, the participants’ focus on 
previous achievements in relation to HIV can be perceived as a way to restore their sense 
of mastery and self-esteem, as those have been challenged by HIV-drug resistance.
In the closet for friends and out o f the community
The participants’ experiences of adjusting to HIV-drug resistance and their over-reliance 
on themselves could be better understood by discussing their wider social environment. 
All participants discussed the importance of their friends’ support throughout their HIV 
experience. However, in relation specifically to their experience of HIV-drug resistance, 
most participants reported that they avoided telling their friends about it. The 
participants’ main argument seemed to be that they did not want to upset and/or burden 
their friends. For example Johan, who had received the support of his friends when
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diagnosed with AIDS, discusses his thoughts behind his decision to keep his HIV-drug 
resistance secret from his friends:
".../ didn’t make an issue out o f it [HIV-drug resistance]...because I  have told 
them so many years ago [about the AIDS diagnosis] and then going and telling 
them and here is something else, and something else, and something else... when 
is this all going to stop? Its like burdening people with all o f this ”.
Furthermore, it did not seem to make a difference whether the participants’ friends were 
HIV-positive or not The next extract illustrates this as Brian rationalises about his 
decision in keeping his HIV-drug resistance a secret from both his HIV-negative and 
HIV-positive friends; the former would not know about it and so would not understand 
him while the latter would know about it and thus would get distressed.
“...A lot o f my friends are HIV positive. They do like it when my medication works 
and they get anxious when it doesn’t or I  suffer from side effects. But especially 
when drugs stop working they get depressed as well. And I  am thinking ‘do I  tell 
them or not? ’...It raises anxiety...especially for people who are HIV positive it is 
demoralising... and if  they are HIV negative they wouldn’t know what it is about 
anyway”. (Brian)
What seemed to be the underlying fear for the participants in keeping their experience of 
HIV-drug resistance secret from their friends was the risk of losing them. This is 
illustrated in the following extract where Nikos talks of his decision to keep his HIV-drug 
resistance secret from his best friend:
‘T wouldn’t like to get my friend scared, to get worried for me or push me away. I  
didn’t want to push him away from me. ..Not to upset him too much ”.
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There appears to be a contradiction here; when talking about the impact of HIV-drug 
resistance on their friends, most participants seemed to focus primarily on its 
psychological impact and acknowledged that such news would be very distressing. 
However, when participants talked about the impact of HIV-drug resistance on their own 
lives (see ‘understanding HIV-drug resistance’ above), most of them either minimised its 
impact or engaged with it exclusively as a medical condition. This probably highlights 
the difficulty participants had in acknowledging the psychological impact of HIV-drug 
resistance on them, which they seemed to do for their friends. Furthermore, all 
participants’ seemed to self-impose limitations on relationships, even with their close 
friends out of fear of social isolation; in order to save what they have or what is left. This 
becomes even more relevant when considering that none of the participants were in a 
relationship during the time they experienced HIV-drug resistance, and most reported 
having very little contact with their biological families. For example, Nikos talked about 
missing the support of his mother, and that she did not know he was HIV-positive:
“...in that period [having HIV-drug resistance and folliculitis], I  was so 
distressed, I  was crying for my mum; Really wanting to have my mum’s help. And 
the anguish was even more, because I  knew I  couldn’t have her help ”. (Nikos)
In addition, as HIV-positive gay men, most participants discussed their experiences of the 
wider gay community in general as feeling marginalized, ignored and excluded. The 
following extract illustrates this:
“The focus now is switched to middle class gay concerns. Civil partnership 
affecting 3000, 5000 people...a great time is spent on that which represents a 
small proportion...'(Brian).
The participants’ perception was not exclusively related to HIV-drug resistance but was a 
part of their overall experiences of the gay community as HIV-positive gay men. Sheon 
and Crosby (2004) discuss a division within the gay community in relation to HIV status, 
where HIV-positive gay men feel excluded and stigmatised by other HIV-negative gay
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men. Similarly, Courtenay-Quirk et al. (2006) found in their study that most HIV-positive 
gay men perceived that HIV-negative gay men held stigmatising attitudes towards them. 
This included feelings of sexual rejection and discrimination. Also, other studies have 
documented ambivalent attitudes among HIV-negative gay men towards HIV/AIDS and 
HIV-positive gay men (e.g., Kowalewski, 1998; Flowers, Duncan, & Frankis, 2000).
Hand it over to the doctors
Most participants reported that their relationships with medical professionals, and 
especially their consultant, had been very important in their adjustment to HIV-drug 
resistance. Participants described their relationship with their consultants as the main 
and/or only resource of social support during their experience of HIV-drug resistance. 
The following extract illustrates the importance of the consultant’s role as described by 
Johan:
‘...my doctor could read the despair in my face and he....I can not stress it more 
how important it was for me. To get someone to reassure me in the middle o f all 
o f that’.
What seems particularly important is that most participants described almost ‘handing 
over’ HIV-drug resistance and the control of making medical decisions to their consultant. 
The following two extracts illustrate this:
7 relied on my consultant a lot. I  told him “you get more money than I  do, so I  
will go with your judgment Ijust let him manage ’. (Tom)
T left it on my doctor. I  told him I  trusted him, it was quite an instinctive thing, I  
told him “if  you tell me to keep on my medication, I  am quite happy with that”. 
And I  left it be, I  left it exactly at that ’. (Johan)
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Although this could be a sign of the trust participants had towards their consultants, it 
could also reflect the participants’ difficulty in understanding and/or coping with HIV- 
drug resistance, which resulted in handing over the control and responsibility to another 
person. Once again, HIV-drug resistance seems to be perceived as and related to 
exclusively as a medical condition. Only Brian, who had given personal meaning to his 
experience of HIV-drug resistance, described a more collaborative relationship with his 
consultant.
7 have been with my consultant since 2003. I  have a very good relationship with 
him. I  never had problems with my doctors. I  got to an expert patient training [ ]  
With drug resistance I  did my research, otherwise things will be done to you 
rather than with you, all you got is 15-20 minutes. I  have my priorities and he has 
his own, so we need to work collaboratively ’.
However, the relationship with consultants has not always been a resource of support. 
Some participants argued that HIV-drug resistance became a critical incident in losing 
trust in their consultant. For example, Nikos reported being denied a resistance test before 
starting anti-HIV medication, which had a significant impact on his relationship with his 
consultant when he was given the news of being drug resistant two months into 
medication.
‘Obviously when I  realised that I  was resistant, I  was mad because I  thought that 
i f  he [the consultant] had given me the resistant test before he would have find out 
that I  couldn’t take those drugs and I  would have start with the good therapy 
rather than with the one that was not working for me. I  couldn’t trust him 
anymore’.
In this case, Nikos’s loss of trust in his consultant led to the decision to change 
consultants, adding to his existing distress. In addition, some participants discussed their 
experiences of psychological counselling in terms of their adjustment to HIV-drug 
resistance. Although all participants argued that at some point during their HIV infection
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they had received counselling, which was found helpful, they were unsure of its 
usefulness in relation to HIV-drug resistance. Brian described his experience of receiving 
counselling while he was multi-drug resistant and waiting to start new trial medication:
‘7  was extremely anxious and I  didn’t know why. I  was on counselling for six 
months at the time. The issue o f resistance was not raised. I  didn’t raise it 
because I  didn’t know...It was good I  had someone to talk to but it didn’t take me 
anywhere. Once I  got the results that the new drug was working all the anxiety 
just went away and I  stopped counselling because it wasn’t helping me anyway 
and I  didn’t need it anymore ”.
In the previous extract, Brian seems to highlight the fact that in his experience of 
counselling at that particular time, HIV-drug resistance was not specifically discussed 
and explored. Similarly, Tom expressed his uncertainty about the usefulness of 
counselling during the time he experienced drug resistance as the following extract 
illustrates:
“During the time I  had counselling I  was self-referred...! talked about uncertainty 
and change but I  did not highlight my difficulties with medication. I  can see now 
that it was quite stressful...if somebody prompted me I  would talk about it but I  
believed it was irrelevant to counselling to talk about medication...[ ]..in the long 
term it [counselling] was probably helpful but at the time it didn’t help me a lot 
with resistance. It wasn’t too practical ”.
As the two extracts show, in both cases counselling seemed to fail to address the 
particular psychological challenges and demands of HIV-drug resistance. This could be 
relevant within a wider context; although HIV-drug resistance has been extensively 
researched in medical journals, there seems to be no relevant research concerning the 
psychological experiences and challenges of HIV-drug resistance. Such studies could 
increase awareness and inform therapists working with HIV-positive clients.
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In this theme, participants seemed to be caught up in a vicious circle of feeling excluded 
and excluding themselves. Feeling excluded by the gay community and by their families 
in some cases, all participants seemed unwilling to tell their close friends about their 
experience of HIV-drug resistance out of fear of losing them. Choosing to adjust to HIV- 
drug resistance largely on their own, all participants highlighted the importance of their 
relationship with their consultant. For this group of HIV-positive gay men, their 
consultants seemed to be the primary resource of social support during their experience 
of HIV-drug resistance, even though in some cases it was also a resource of distress. 
Finally, it was noted that counselling, which could facilitate a psychological insight into 
the participants’ experiences of HIV-drug resistance and become an additional resource 
of support, seemed to fail to address the unique challenges and participants’ needs 
specifically in relation to HIV-drug resistance.
OVERVIEW
This section discusses the main findings and their implications. Also, it discusses the 
limitations of this study and suggestions for future research.
Main findings
Stress and coping theory (Lazarus & Folkman, 1984; Folkman 1997) suggests that people 
are likely to appraise a stressful situation as entailing harm, loss or challenge. In this 
study most participants’ initial appraisals of their situation after the diagnosis of HIV- 
drug resistance were largely influenced by their previous experiences of living with AIDS, 
entailing a sense of loss (‘time running out’, ‘limited medication options’).
After the initial shock of the diagnosis, as participants experienced HIV-Drug resistance 
for months to more than a year, there were a variety of ways in which they understood 
their condition and incorporated HIV-drug resistance in their lives. Some engaged in 
what Folkman (1997) describes as active/ problem-focused strategies such as seeking 
information (‘too medical...too confusing’) while others engaged in more
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passive/emotion-focused strategies such as avoiding and denial (‘other’s can’t see it and 
it doesn’t hurt...’). Although Folkman and Greer (2000) suggest that active/problem- 
focused strategies relate to lesser distress and better adjustment, this was not confirmed in 
this study. It seems that coping strategies are context relevant, as for example seeking 
information in this study seemed to be an avoidance strategy, increasing the participants’ 
distress.
A tenet of the stress and coping theory (Lazarus & Folkman, 1984) is that appraisal and 
coping are in a constant dynamic interplay influenced by characteristics of the person and 
their environment. In this study the social context for most participants seemed to be one 
where they seemed to ‘fight’ on their own with the emotional challenges of HIV-drug 
resistance. Their experience of social isolation was the outcome of a vicious cycle of 
feeling excluded and excluding themselves. Most participants felt excluded by the wider 
gay community and their families, but also they avoided asking for support from their 
friends out of fear of burdening them and/or losing them. In this context the relationship 
of the participants with their consultant, athough mainly focused on medical matters, 
seemed to play a significant role in supporting them - however at times it also became a 
resource of distress. Finally, some participants reported being burdened by HIV-drug 
resistance specifically in the following social contexts; at work by taking more often time 
off for visits to the clinic, with casual sexual partners of fear of passing to them HIV-drug 
resistance and in the relationship with their consultant because of the association of HIV- 
drug resistance with low drug adherence (see master theme D, appendix 6). .
Kleinman (1988) argues that illness, like a sponge, soaks significance and meaning from 
a person’s social context and that person’s life and illness experiences. Similarly in this 
study the participants experience and adjustment to HIV-drug resistance was influenced 
by a dynamic interplay between their previous life and HIV experiences, and what they 
perceived as limited social resources.
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Implications for practitioners
This study highlights that HIV-drug resistance is not only a medical condition, but has a 
significant psychological and social impact for those affected. Although this study was 
primarily focused on HIV-drug resistance, the participants’ experiences of it were part of 
their broader experience and history of HIV.
Moskowitz and Wrubel (2005) argue that before any therapeutic intervention, it is 
important for practitioners to explore and understand the particular meaning and 
significance of a situation for the individual. In this study, HIV-drug resistance seemed to 
carry different meanings and significance, at different stages and for different participants. 
At the beginning HIV-drug resistance became for most participants a call to a battle for 
life; later for some it became a challenge for understanding, for others a topic to avoid or 
a ‘demanding lodger’; while for some in social contexts it became a potential threat to 
their friendships, work and sexual partners.
It becomes apparent that it would be impossible to suggest a single way to understand the 
impact or adjustment to HIV-drug resistance. Individuals bring with them different 
experiences and resources and invest different meanings and significance to their 
' experiences of HIV-drug resistance. Stress and coping theory (Lazarus & Folkman, 1984; 
Folkman, 1997) can be a useful frame for practitioners as it addresses the constant 
interplay between individual and situational characteristics in the process of adjusting to 
stressful events. However, their distinction between problem-focused and emotion- 
focused strategies should not be schematic but relevant to a particular context, and the 
purpose a strategy seems to serve for the individual.
Furthermore, interventions such as establishing realistic goals, emphasising opportunities 
for personal control and facilitating the exploration of the meaning and significance of 
the situation for the individual, are some examples of restoring the sense of meaning, 
mastery and self-esteem for those affected by HIV-drug resistance. Taylor’s (1984) 
cognitive adaptation theory emphasises the importance of restoring the sense of meaning,
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mastery and self-esteem when under stressful conditions. Especially in the case of HIV- 
drug resistance, where individuals might be unable to change or have control over their 
situation, the exploration of realistic goals such as the management of negative mental 
states might provide opportunities for restoring a person’s sense of mastery and self­
esteem.
Study limitations & future research
Limitations of this study must be acknowledged. This study is based on a small sample of 
participants at a certain time and within a given social context. On this basis, findings 
cannot be generalised to the rest of the HIV-positive population. The present study 
represents an initial exploration upon which other researchers can build upon, while for 
practitioners who work with HIV-positive gay men, this paper highlights a number of 
issues that they can be mindful of in their work.
In addition, all participants in this study were chronic HIV patients and they had all 
acquired HIV-drug resistance while on anti-HIV medication. It would be important to 
investigate the experiences of newly infected people who find that they are not only 
infected with HIV but also with a drug-resistant strain of the virus.
Furthermore, this study was conducted with gay men, so further research could also 
explore differences/similarities with other groups in terms of gender, race or ethnicity. 
Furthermore, all participants in this study were from London, a major city with extensive 
specialist services for HIV-positive people; future research could include populations 
from smaller cities or rural areas with limited supportive network of professionals and 
services for HIV.
Finally, with regards to the analytic approach, although IPA addressed most of the aims 
of this study, it seemed to have a potential limitation. During the analysis, the 
participants’ stories were broken down into smaller units and they seemed to lose their 
context and coherence within the participants’ wider life story. By conducting this study
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it became apparent that the participants’ wider life stories could become an additional 
explanatory framework for readers with regards to HIV-drug resistance in gay men. This 
limitation could be addressed by using an alternative analytic approach such as narrative 
analysis in a future study in this area.
Conclusion
This study’s possible impact and importance could be recognised in two ways: firstly, it 
expands knowledge in an area that has not been investigated before; secondly, it provided 
the opportunity to those affected by HIV-drug resistance to be heard and describe their 
experiences. In addition, it is hoped that this study could inform and raise awareness 
about the psychological and social challenges of HIV-drug resistance for practitioners, 
HIV-positive people and researchers.
Finally, a note of caution for the use of the findings from this study as they represent the 
experiences of a small sample of gay men living in London at a given time. One should 
take into consideration the changes of the HIV landscape over time, and the different 
realities of HIV in other parts of the world where poverty and the lack of appropriate 
treatment for HIV exacerbate the difficulties of the illness.
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Appendix 1
Personal Reflections
The aim of Interpretative Phenomenological Analysis (IPA) is to elicit and present 
participants’ subjective perspective of a phenomenon. However, IPA acknowledges that 
this can not be achieved completely (Smith, 2004). The researcher’s own beliefs, 
experiences, social identities and values tend to interact dynamically with those of the 
participants throughout the research process. Willig (2001) argues that it is impossible for 
researchers to stay ‘outside’ the phenomenon they investigate and hence highlights the 
importance of researchers to be constantly aware of how their own framework influences 
and informs their research. Therefore, this section discusses how my understanding of 
being ‘same’ or ‘other’ in relation to my participants, as well as the topic under 
investigation, has developed over time and influenced the research process.
About the researcher
My interest as a researcher and counselling psychologist has been in the area of gay 
sexuality: looking at current issues that seem to be important or significant for this 
particular population. I engaged with a HIV-related topic specifically, as I initially 
assumed that it was an area that I had little personal experience with, or knowledge of, 
and so I wanted to learn more.
During my preliminary research into HIV-related material, I was surprised to find that 
although HIV-drug resistance seemed to be a ‘hot’ topic in medical journals due to 
increasing rates, only a few studies explored the psychological parameters of this 
phenomenon. As HIV-positive gay men, is a group that is often offered psychological 
counselling, I wondered how this issue was addressed. At that stage my interest in 
researching HIV-drug resistance in gay men seemed to be in relation to my professional
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identity. Gradually I realised that there seemed to be a more personal reason for engaging 
with this specific topic.
Coyle (1996) highlights the importance of considering the complexities of representing 
the ‘other’ in psychological research. In my case, I started this study with a rather rigid 
perception of the boundary between ‘sameness’ and ‘otherness’ with my participants. I 
considered myself a gay researcher sharing the same sexual orientation with my 
participants but being different to them in relation to HIV-status. However, as the 
research progressed, to my surprise I started to realise that through my engagement with 
the participants’ experiences, the boundary of ‘sameness’ and ‘otherness’ was becoming 
more fluid and dynamic.
During the analysis, the participants’ HIV experiences seemed to have a very powerful 
emotional impact on me. With the support of my supervisor and my therapist, I explored 
the personal meaning of these feelings, and their role in the research process. It gradually 
became clear to me that although I was not physically infected by HIV, as a gay man HIV 
had ‘infected’ my social and personal life from a very young age. This awareness of 
‘sameness’ between myself and the participants, provided not only a common ground to 
relate to their stories at a deeper level, but also helped me to appreciate the unique 
challenges they faced living with HIV as a physical illness. Having a greater awareness 
of my own HIV history enabled me to use it consciously as a tool to enrich my 
understanding of the participants’ experiences where it was relevant and also to be 
mindful not to overshadow their experiences.
About the group
This awareness of the fluid boundary between ‘same’ and ‘other’ involving myself and 
the participants, also led me to a deeper awareness of the fluid interplay of same and 
other within the group of participants. The ‘homogenous’ group of HIV-positive gay men 
with HIV-drug resistance had its own heterogeneities in relation to spiritual beliefs,
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physical ability, ethnicity and past experiences, providing greater texture and complexity 
to the participants’ experiences.
Similar to my own process, participants also seemed to negotiate their ‘sameness’ and 
‘otherness’ with me. At times I felt they perceived me as being similar to them as a gay 
man, which seemed to help them talk more openly about their experiences. However, at 
other times, being HIV-negative, I seemed to be perceived as different to them - 
representing a part of the gay community that marginalises them. In those cases 
participants openly expressed their frustration and disappointment to me. Finally, at 
certain times my professional identity as a counselling psychologist seemed to become 
relevant, especially when participants talked of previous experiences with counsellors. 
During the interviews I tried to make use of the participants’ projections on me as ‘same’ 
or ‘other’ in a sensitive way. I used those projections as a guide to understand how they 
related to a participant’s story as well as explore areas that were not discussed explicitly.
About the research
During the research process, I have felt that my encounter with the participants and their 
experiences has been a fine balancing act between ‘sameness’ and ‘otherness’. I have 
tried to utilise this experience as a means to enrich the research process and not hinder it. 
In order to achieve that: supervision, personal therapy and the self-monitoring of my own 
thoughts and feelings have played an important role in gaining greater awareness of the 
shifts that were taking place inside me and their impact on the research process.
Finally, this ‘balancing act' of sameness and otherness also represents a greater, social 
reality. I believed that the token of sameness in terms of sexual orientation would help me 
relate to this group and also would justify me to represent them. However, I realised that 
it could also reinforce the stereotype of homogeneity amongst gay men and/or those 
infected with HIV; A perspective that denies the complexity and uniqueness of the 
individual. To this extent my aim became to equally represent the participants’ 
similarities and differences in the form of a coherent narrative. Another key aim was to
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be open about my interpretations and be explicit about my position from which I 
presented their stories. Smith (2004) argues that the quality of the analysis is determined 
by the researcher’s ability for personal reflection throughout the research process.
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Appendix 3
Participant Information Sheet
An interpretative phenomenological analysis of the psychosocial impact of HIV- 
drug resistance in a group of gay men.
Thank you for your interest in my research study. Before you decide, it is important to 
understand why this research is being conducted and what it will involve. Please take 
time to read the following information carefully and discuss it with others if you wish. 
Ask me if there is anything that it is not clear or if you would like more information.
What is the purpose of this study?
The aim of this study is to explore the personal stories of HIV positive gay men who 
experience/experienced HIV-drug resistance. The focus is on the impact on the individual 
in terms of potential challenges and adaptive tasks involved in the experience of HIV- 
drug resistance. As this is an exploratory study you should not necessarily have explored 
or being fully aware of the potential processes of HIV-drug resistance in advance, as this 
very exploration is the purpose of the interview.
HIV-drug resistance is defined as the failure of drug therapies for HIV (also known as 
HAART: Highly Active Antiretroviral Therapies or ‘combination therapy’), to control 
the replication of the HIV virus.
Who will take part in the study?
About 5-8 HIV positive gay men will be recruited for this research study. You should 
have received at some point a diagnosis of HIV-drug resistance and be resistant to at least 
one class of the combination drug therapies for HIV.
Do I have to take part?
It is up to you to decide whether or not to take part. It is entirely voluntary. If you do 
decide to take part you will be given this information sheet to keep and be asked to sign a 
consent form. You will be compensated £30 for your time to give an interview for this 
study, without that affecting any of your rights in any way. If you decide to take part you 
are still free to withdraw at any time and without giving a reason.
What are the possible benefits of taking part in this study?
It is hoped that your story can inform practitioners and other infected persons about the 
inner psychological experiences and processes of HIV-drug resistance. Also, through 
your participation in this study you might gain a better understanding of your own 
psychological processes and those of other HIV positive gay men, in terms of the impact 
of HIV drug resistance and the different ways of adapting to it.
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What are the possible disadvantages of taking part in this study?
By taking part you will be discussing some personal issues which for some might be 
upsetting. In the unlikely event that this happens you can ask to take a break, cancel the 
interview or withdraw from the study at any point. In order to avoid unnecessary 
disturbance, volunteers in this study should have been diagnosed with HIV for more than 
six months and should not be currently diagnosed with a psychological disorder.
At any point during the research study you can contact Dimitri by phone 
or e-mail (D.spiliotis@surrey.ac.uk) if you have any questions or concerns about the 
study. Also, if at any point before or after the interview you feel that you need to talk to a 
professional counsellor about any personal issues raised, you can contact the Terrence 
Higgins Trust Helpline on 0845 1221 200 and ask to speak to a counsellor.
What will I need to do?
This study is conducted by Dimitri Spiliotis who is a doctorate trainee in 
Psychotherapeutic and Counselling Psychology at the University of Surrey. This study is 
conducted under the supervision of Dr Adrian Coyle. Dimitri is a graduate member of the 
British Psychological Society and is bound to carry out this research in accordance with 
their Code of Ethical Guidelines for research.
If you agree to participate, Dimitri will contact you over the phone to discuss any 
questions you might have about the study and to arrange the practicalities of the interview 
with you (i.e. the place, the date and the time).
On the day of the interview you will need to sign a consent form and complete a brief 
socio-demographic form before the interview. The interview will last approximately 45- 
60 minutes and you will discuss with Dimitri your experiences of HIV-drug resistance.
Two days after the interview and if agreed Dimitri will contact you by phone in case you 
have any questions in relation to the research study or the interview.
How will you ensure that what I say will be kept confidential?
With your permission the interview will be audio recorded and the recording will be 
transcribed for analysis. In order to protect your confidentiality Dimitri will be the only 
person with access to your recording and will also transcribe it. All or any information 
that may identify you will be removed from the transcripts audio files will be destroyed 
once the transcripts have been made in order to protect your confidentiality. Some of 
your comments may be used in the research findings but these will not be identifiable to 
any individual to ensure anonymity and confidentiality.
Who has approved this study?
This study has been approved by the School of Human Sciences Ethics Committee at the 
University of Surrey.
155
School of Human Sciences Ethics Committee
University of Surrey
Guildford
Surrey
GU2 7XH, UK
What if I have a complaint?
In case you have any complaint or concern about the way you have been dealt during this 
study please contact:
Dr Adrian Coyle 
Telephone:
Fax: ■ ■ ■
Email: a.coyle@surrey.ac.uk
What next?
If you have any questions or if you have decided to participate you can contact me by 
telephone: e-mail: D.spiliotis@surrey.ac.uk or post at: Department of
Psychology, University of Surrey Guildford, GU2 7XH, with your name and telephone 
number and I will contact you back to answer your questions or arrange an interview 
(place, date and time).
Looking forward to hearing from you.
With kind regards,
Dimitri Spiliotis
Doctorate trainee in Psychotherapeutic and Counselling Psychology.
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Appendix 4 
Consent Form
AGREEMENT TO PARTICIPATE IN RESEARCH STUDY
I (name of participant) 
Of (address)
I agree to take part in the research study:
An interpretative phenomenological analysis of the psychosocial impact of HIV- 
drug resistance in a group of gay men.
I have read and understood the Information Sheet provided. I confirm that the nature and 
demands of this research study have been explained to me and I understand and accept 
them. Also, I have been advised about any discomfort and given the opportunity to ask 
questions on all aspects of the study. I understand that my consent is entirely voluntary 
and I may withdraw from this research study if I am unable to continue for any reason.
I also give my consent for the interview to be recorded and I understand that the 
recording will be erased once the interview is transcribed and any personal information 
that could identify me is altered or withdrawn.
Participant’s Name: ..................................................................................................
(Capitals)
Signed:
Date: .......................................... ........................................................
Researcher’s Name: 
(Capitals)
Signed:
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Appendix 5 
Interview Schedule
An interpretative phenomenological analysis of the psychosocial impact of HIV- 
drug resistance in a group of gay men.
Introduction
Thank you very much for participating in this study. This interview will last 45-60 
minutes and I am interested in exploring your experiences, thoughts, feelings of living 
with HIV-drug resistance. I would like to remind you that if at any point you feel 
uncomfortable you can decide to avoid answering a question, we can take a short break or 
you can terminate the interview without having to explain your reasons to me. Is that ok 
with you?
Now, in order to gain a better understanding of your HIV history, it would be helpful if 
we use the next 10-15 minutes to just tell me about the main medical and personal 
milestones since you were first diagnosed with HIV.
HIV Infection
Going back to the time when you were first diagnosed with HIV.
1 When did you find that you were HIV positive?
1 How was that experience of the HIV diagnosis for you?
(main concerns, fears, expectations?)
2 Did you experience any changes in your life at that time because of the diagnosis?
3 If yes:
■ What these changes were?
■ Did you receive support?
■ Where did you receive support? (type of support, helpful or not?).
■ What was most helpful?
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HIV Drug Treatment
- When did you start anti-HIV medication?
4 Did you have any concerns at that time about medication?
5 Did you know about HIV-drug resistance then?
6 Have you experienced any difficulties in relation to anti-HIV medication? (i.e. 
adherence, side effects, previous drug resistance).
HIV Drug Resistance
7 How did you find that you were HIV-drug resistant?
- What were the drugs that you’ve been resistant?
8 For how long have you been drug resistant?
Impact
Personal Impact
9 How would you describe your experience when you find out that you were HIV- 
drug resistant?
10 How important or unimportant was the diagnosis of drug resistance for you at the 
time? (In which ways?)
11 How does it compare to your way of living with HIV before having HIV-drug 
resistance?
12 How does the experience of HIV-drug resistance compares/or not, to other HIV 
experiences you have had so far? (In which way?).
13 How your understanding of HIV-drug resistance has developed?
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Social Impact
14 Do other people in your life know about your experience of HIV-drug resistance?
I f  someone knows:
■ How did he/she/they learn about it?
■ What was his/her individual reaction?
■ How his/her behaviour has changed/not changed over time?
■ What was the impact, if any, on your relationship?
■ How did you deal with that?
I f  no one knows:
■ Is there a reason no one knows that you have HIV-drug resistance?
15 Are there any other areas in your social life that you might have noticed a change 
after becoming HIV-drug resistance?
I f  any:
■ How it has been affected (positive, negative, both)?
■ Has it changed over time?
■ What was the impact on you?
Adaptation
16 What would you consider the greatest challenge, if any, of living with HIV-drug 
resistance?
■ I f  none: “Why do you think is that?”
17 How did you deal/t with it?
18 Who or what was the main source of social and emotional support for you dealing 
with it?
19 How was it helpful/not helpful?
■ I f  not: “What would have been helpful?”.
20 What support have you received from your treatment centre, if any?
■ I f  not: “What could have done to support you?”
• Ifves: “Was it helpful? In which way?”
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21 Is there anything else you think would be relevant to this study that we haven’t 
covered that you would like to share?
Ending
Thank you very much for this interview. I really appreciated that you shared your 
experiences with me.
-How are you feeling right now at the end of this interview?
- How was the experience for you giving this interview?
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Appendix 6
Master Theme D: Issues of Disclosure
Table 1: Main themes and sub-themes
A) Back to the battle days?
el Lim ited m edication options 
#2 Tim e running out
B) Understanding HIV-drug resistance
#1 Too m edical -  too confusing 
®2 O thers can ’t see it and it doesn’t  h u r t . .. 
#3 The demanding lodger
C) Fight, hide, or hand it over
e l  F ighting  spirit
#2 In the closet for triends and out of the community 
e3 Hand it over to  the doctors
D) Issues of disclosure
el More lies at work 
e2 The ‘bad’ patient 
e3 Casual sex with multi-drug resistance
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D) Issues o f  disclosure
Although most participants described HIV-drug resistance as an internal and private 
condition, some participants discussed experiences where HIV-drug resistance entailed 
the risk or became a catalyst of some type of disclosure. Issues of disclosure in relation to 
HIV-drug resistance revolved around three sub-themes: ‘more lies at work’, ‘casual sex 
with HIV-drug resistance’ and ‘the “bad” patient’.
More lies at work
For some participants that were in employment, HIV-drug resistance could put an 
additional strain on them, as they had to visit their clinic more often for tests. In Nikos’s 
case particularly, who had kept his HIV status secret from his employer, the more 
frequent visits to the clinic meant that he had more often to come up with lies for leaving 
work increasing the risk of his HIV status to be disclosed.
“What upset me was that because of the resistance my visits became a lot more 
regular... .1 had difficulty to find time out of work to go to the clinic. I was always 
paranoid that they will find out, the people at work...for me it has always been 
stressful trying to make things up as excuses...Get the space and make up the 
lies”.
The 'bad' patient
Low adherence of anti-HIV medication increases the risk of developing HIV-drug 
resistance. Most participants argued that because they became resistant others (e.g. 
medical professionals) seemed to assume that they were non-adherent to their medication. 
The issues of drug resistance and low adherence seemed to be more significant in the 
relationship between the participants and their consultant. Johan talks about his 
experience when he received the results of being resistant by his consultant:
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“I was really upset, really, really upset. He [his consultant] told me that one of the 
reasons people develop resistance is because they do not get their medication 
regularly and they miss doses...and I thought I do not tick any of those boxes 
because I have always taken my medication regularly....”
In Johan’s case what seemed to upset him was that because of drug resistance it almost 
automatically implied that he was irresponsible with his medication. Johan also discussed 
about the discrimination against HIV positive people with resistance based on the 
assumption that it is the patients’ fault.
“It feels like its all your fault...its almost like the days with the good and bad HIV 
patients. The good HIV patient was the one who got HIV from the blood 
transfusion, it wasn’t your fault, the bad HIV patient was the guys who got it from 
sex. These images are reflections of that with resistance. You are bad boy because 
you didn’t take your medication properly”.
In contrast, for some participants HIV-drug resistance and its link to low adherence 
seemed as an opportunity to bring the issues of medication to the forefront. For example 
Briantalked about how drug resistance became a catalyst for receiving practical help with 
his difficulty to maintain high medication adherence.
“....they always stressed that adherence is important but what was missing was 
how to cope with adherence, how to manage the side effects. I have been proud so 
I never asked for help...it’s only after the test that my consultant brought this 
issue up in a more practical way.... I said to my consultant ‘it’s a pity we didn’t 
have these [resistance] tests ten years before”. It would have been very helpful. I 
wouldn’t have developed multi-drug resistance”.
c
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Casual sex with multi-drug resistance
An area where HIV-drug resistance seemed to become a catalyst of self-disclosure was in 
casual sexual relationships. Most participants argued that initially because of the stress of 
being drug resistant there was neither a desire nor the ability to have sex. However, as 
most participants were resistant for longer than a year, sex became later an issue. Most 
participants argued that having sex while they were drug resistant did not introduce any 
changes as they practiced safe sex -  in the same way they did before becoming drug 
resistant. However, in some cases where participants were multi-drug resistant there 
seemed to be an increased anxiety around sex, especially with casual sex. For example, 
Briandiscussed about the responsibility he felt to inform his partners about his multi-drug 
resistance status in order to make an informed decision for having sex with him.
“...I have been much more concerned by the fact that I have been resistant to 
almost any medication that exists. If I have....if someone is a newbie, or is 
negative and got a load of what I got by accident...even with safe sex, he is 
immediately resistant to everything under the sun....It is very inhibiting with sex,
it means that everything has to be negotiated Because you have to be careful. I
am aware it is an issue and it gives me performance anxiety because I have to say 
‘you know this is what I got, do you understand?”.
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The psychotherapeutic tales of five gay men in Greece: A narrative analysis
ABSTRACT
Gay men utilise psychotherapy at a higher rate than heterosexual men due to increased 
societal stressors. However, even though homosexuality has been depathologised since 
1973, some therapists still seem to practise from a pathological perspective of 
homosexuality. In Greece societal attitudes towards homosexuality are highly negative; 
gay men have limited civil rights, and issues of homosexuality and psychotherapy are 
absent from research literature. Overall, the existent literature on the psychotherapeutic 
experiences of gay men is sparse, regionally and culturally limited within the USA and 
the UK, and mostly based on surveys. The aim of this study was to explore the 
psychotherapeutic experiences of five gay men in Greece and the impact of their 
experience on their sense of self and their sexual identity. Data were collected using 
semi-structured interviews and were analysed using narrative analysis. Three primary 
narrative forms were identified: (A) Therapy as progression; (B) Therapy as tragedy; and 
(C) Therapy as dialectic conflict. In addition, two commonalities were identified among 
the participants’ stories: (i) Therapy as the only way out; and (ii) The only gay man in the 
room. This study can be seen to expand the existent literature in terms of methodology 
and cultural diversity, as well as informing practitioners who work with gay clients.
Key words: Psychotherapy, gay men, counselling psychology, narrative analysis, Greece.
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INTRODUCTION
Research indicates that gay men utilise psychotherapy at a higher rate than heterosexual 
men (e.g., Liddle, 1997; Cochran, Sullivan, & Mays, 2003). Although homosexuality per 
se is unrelated to psychological disturbance, gay men are likely to face more societal 
stressors, increasing their risk of experiencing mental health difficulties. Gay men are 
often stigmatised and discriminated against, both at familial and institutional levels, and 
research suggests that they often lack access to traditional support systems (e.g., family, 
friends, various communities) (Milton & Coyle, 2003). In this context, therapists are 
likely to work more often with gay clients, as therapists might represent the only source 
of support for this client group. However, a number of studies suggest that negative 
societal attitudes and beliefs about homosexuality are often reflected in therapeutic 
practice (e.g., Hayes & Erkis, 2000; Bartlett, King & Philips, 2001; Dillon & 
Worthington 2003). The study reported in this paper aimed to explore the 
psychotherapeutic experiences of five gay men in Greece.
This section provides a historical and cultural overview of the relationship between 
homosexuality and mental health professionals, and the role of homosexuality in Modem 
Greece. Also, it introduces the theoretical perspective of this study, and critically 
discusses the existent literature regarding the psychotherapeutic experiences of gay men. 
Finally, it concludes with the study aims and the methodological approach adopted in this 
study.
Therapists ’ attitudes towards homosexuality
The relationship between homosexuality and mental health professionals has been a long 
and often troubled one. In the past, mental health professionals have often been seen to 
reflect, justify, and reinforce existing negative social stereotypes and attitudes towards 
gay men. For example, early psychoanalytic writings perceived homosexuality as a sign 
of arrested development (Freud, 1953); within behaviour therapy aversion therapy was 
developed aiming to “unlearn” homosexual behaviours in gay men involving electric
169
shocks and vomit-inducing drugs. Finally homosexuality was included as a diagnostic 
category in the first edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM I) (1952).
In 1973 the removal of homosexuality from the second edition of DSM marked a 
significant shift towards the depathologisation of homosexuality and a move towards its 
acceptance among mental health professionals (Bieschke, Perez, & DeBord, 
2007). However, research suggests that some therapists still seem to practise from a 
pathological perspective of homosexuality, either in overt or more subtle ways (e.g., 
Milton, 1998; Reynolds & Hanjorgiris, 2000; Bartlett, King & Philips, 2001).
Homosexuality in modern Greece
Despite the reputation of ancient Greeks for their acceptance and celebration of same-sex 
desire among men, modem Greece lacks many of the laws and civil rights that gay men 
enjoy in many other countries within the European Union (EU).
For example, same sex couples are not recognised by Greek law; gay men cannot openly 
serve in the Greek army and they are not allowed to adopt children; police officers under 
law are empowered to enforce exclusively gay men to be tested for sexually transmitted 
diseases; and sexual orientation is not included as a non-discriminatory category in the 
Greek constitution (The Constitution of Greece, 2007).
Furthermore, the general attitudes of Greek society towards homosexuality are highly 
negative. A recent survey conducted for the European Commission, based on national 
representative samples, showed that eighty per cent (80%) of the Greek population was 
opposed to the legal recognition of same-sex marriage and eighty seven per cent (87%) 
was opposed to the right of same-sex couples to adopt children (Eurobarometer 65, 2006).
Finally, alongside the limited civil rights of gay men and the overall societal negativity 
towards homosexuality in modem Greece, there also seems to be a silencing of issues of
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homosexuality within mental health and particularly in counselling psychology. In the 
code of conduct for psychologists by the Hellenic Psychological Society (ELPSE) no 
reference is made to therapeutic work with gay and lesbian clients. Furthermore, a search 
at PsychlNFO showed that although there were studies looking at issues of 
psychotherapy in Greece, no published study has looked at issues of psychotherapy with 
non-heterosexual clients.
Gay affirmative psychotherapy
Gay affirmative therapy developed out of an attempt to address within psychotherapy the 
neglect and marginalisation of non-heterosexual issues, in terms of clinical practice, 
training, and research. Although it is not a stand-alone therapeutic model, it provides a 
“non-traditional perspective” in therapeutic work with non-heterosexual clients that can 
be integrated with the therapists’ existent model and therapeutic methods (Malyon, 1982, 
p.69). Gay affirmative psychotherapy is informed by theoretical models of gay and 
lesbian identity development (e.g., Cass, 1979; Coleman, 1982; McCam & Fassinger, 
1996). This paper is written from a gay affirmative perspective.
Gay affirmative therapy addresses the unique challenges that gay men experience as 
members of a stigmatised group through homophobia and heterosexism such as 
discrimination, rejection, and harassment at societal and familial levels (Liddle, 1996). 
Furthermore, it recognises that gay men might also face their own internalised attitudes 
towards same-sex desire that can reflect those of the wider society (internalised 
homophobia). Gay affirmative therapy provides a framework where both external and 
internal processes are explored, facilitating the development of a healthy gay identity.
Finally, gay affirmative therapy emphasises the importance of the therapist’s awareness 
of his/her own attitudes towards homosexuality and how those attitudes influence 
therapeutic practice through the use of language or the focus or lack of focus on issues of 
sexuality with gay clients (Milton & Coyle, 2003).
171
Existent literature
This section focuses on recent studies that have explicitly examined the 
psychotherapeutic experiences of non-heterosexual clients, including the experiences of 
gay clients. The literature in this area focuses on three areas: therapist 
preference/selection, therapeutic helpfulness, and affirmative/non-affirmative therapeutic 
practices.
Looking at therapist preference/selection, Liddle (1999) surveyed 392 gay and lesbian 
clients and found that 41% have seen at least one therapist that was lesbian, gay or 
bisexual (LGB). These findings are comparable with previous studies on therapist 
preference among gay and lesbian clients (e.g. Modrcin & Wyers, 1990). It is unclear 
whether these results indicate the actual preference of LGB clients or the level of 
accessibility to LGB therapists.
Looking at therapeutic helpfulness, Jones and Gabriel (1999), in a survey of 600 LGB 
clients found that the majority (86%) of participants perceived therapy as helpful. Liddle 
(1999) looking at therapy helpfulness in relation to the gender and sexual orientation of 
therapists found that gay, lesbian and bisexual therapists of both genders and 
heterosexual female therapists were all rated as more helpful than heterosexual male 
therapists. These finding were not surprising as heterosexual men are consistently shown 
to have less positive attitudes towards gay men and lesbians (e.g., Bemill, 1992; Herek, 
2003).
Looking at gay-affirmative experiences of gay men in therapy, Lebolt (1999) found that 
both therapists’ sensitivity and knowledge of gay issues were perceived as affirmative. 
Furthermore, both gay and heterosexual therapists were perceived as affirmative, but gay 
therapists were more readily perceived as role models. However, Mair and Izzard (2001), 
looking at gay men’s experiences of therapy, found that although therapy overall has 
been experienced as helpful, it was not perceived as helpful when dealing with areas
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related to the clients’ sexuality. In most cases those gay men reported that their 
experiences were silenced or were not adequately explored.
There are three main limitations of the existent literature. Research is sparse, regionally 
and culturally limited (mainly conducted in the US and the UK), and mostly based on 
surveys, lacking in-depth knowledge of the therapeutic experiences of gay men.
Study aims and methodological approach
The aim of this study was to address some of the limitations of the existent literature by 
adopting a qualitative perspective to investigate the psychotherapeutic experiences of a 
group of gay men in Greece. Furthermore, the study’s objective was to explore 
perceptions of the impact of the psychotherapeutic experience on the participants’ sense 
of self and their sexual identity.
By adopting a qualitative perspective, it was hoped that a better insight into the 
participants’ perspectives could be acquired (Smith, 2004). In particular, the study 
adopted a qualitative perspective for data collection and analysis thus aiming to enquire 
as to the narratives of this group of Greek gay men. A narrative approach is 
recommended as it explicitly focuses on issues related to the exploration of self and 
identity (Crossley, 2007).
Ricoeur (1987) argues that “life is no more than a biological phenomenon as long as it 
has not been interpreted” (p.58). Narratives play a central role in the process of giving 
meaning and order in our lives within an ever-changing world (Byatt, 2000). However, 
narratives do not only function as frameworks for understanding our daily experiences, 
but they also become moulds for constructing our sense of self and identity (Sarbin, 
1986). Finlay and Ballinger (2006) describe narratives as the containment of someone’s 
personhood.
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Epistemologically, narrative analysis falls in the middle between the poles of realism (i.e. 
empiricism) and relativism (i.e. social constructionism). The realist position holds the 
assumption that self and identity are defined and can be discovered and described as any 
other object in the physical world. In contrast, the relativist position holds the assumption 
that the concepts of self and identity are fluid and in constant flux dependent on the 
historical, cultural, and relational contexts in which people are situated (Crossley, 2007). 
Both approaches have been criticised for their potential limitations. The realist approach, 
in its search for a core truth of the concept of self, ignores cultural and historical 
influences, while within the relativist approach the concept of self becomes so fluid that 
if  s almost annihilated, becoming no more than a “moment to moment situated 
experience” (Abraham & Hampson, 1996, p. 276).
Narrative analysis adopts a critical realist position that not only recognises the fluidity of 
constructing meaning within a given historical and cultural context, but also accepts that 
phenomena hold essential structures that can be approached by people’s accounts. Similar 
to social constructionism, narrative analysis emphasises the role of language yet focuses 
on the actual content of the narrative rather than its discursive function (Crossley, 2006). 
In addition, although in other qualitative methodological approaches (e.g. grounded 
theory, IP A) the participants’ stories are often broken down into smaller units where their 
context, coherence, and meaning can be lost, the personal story (narrative) remains 
central throughout the process of narrative analysis.
METHOD
Participants
A number of criteria were identified in determining suitable participants for the study, 
namely self-identified gay men over age 18 who resided in Greece, had received 
psychotherapy, did not currently suffer from a diagnosable psychological disorder and, if 
in therapy, had completed at least six months of it at the time of the interview. These
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criteria were adopted not only to ensure homogeneity, but also to reduce the potential risk 
of emotional distress for the participants.
Invitation letters regarding the study were sent to voluntary organisations, internet groups 
and web sites for Greek gay men. Ten candidates expressed interest in participating in 
this study; four were excluded on the basis of not meeting some of the inclusion criteria; 
one could not attend the interview and subsequently canceled; and the remaining five 
took part in the study. All participants lived in Athens and were Greek and White. 
Participants’ mean age was 31.8 years (range 23-39). Four were currently employed full­
time.and one participant was doing compulsory military service. One participant had a 
postgraduate degree and the remaining four had a graduate degree. The mean number of 
months participants had received psychotherapy was 41 (range 5-102). Two participants 
had only individual psychotherapy; one participant had only group psychotherapy; and 
two participants had both individual and group psychotherapy. The participants in this 
study discussed five therapists (3 males, 2 females) that were all identified by the 
participants as heterosexual. Furthermore, two of the therapists were identified as group 
psychoanalysts; one as a psychotherapist; one as psychiatrist-psychotherapist and one as 
a pastoral-counselor.
Data Collection
Data in this study were collected using semi-structured, face-to-face interviews. Semi­
structured interviews were chosen as they allow participants to expand on their 
experience and its meaning, and also allow the researcher to probe for richer, more in- 
depth information (Arksey & Knight, 1999). Semi-structured interviews are one of the 
data collection methods in studies using narrative analysis (e.g. Crossley, 2003; 
Campbell-Breen, 2004).
The interview schedule was developed based on information gathered by two key 
informants (a Greek gay psychotherapist and a gay activist-joumalist), and from existing 
research on psychotherapy with gay clients (e.g., Jones & Gabriel, 1999; Lebolt, 1999; 
Liddle, 1999; Mair & Izzard, 2001). The interview schedule consisted of an initial open-
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ended question asking participants to describe their experience of psychotherapy in their 
own words, followed by open-ended, non-directive questions aiming to probe for more 
in-depth data and/or to fill gaps in the participant’s story (see appendix 2).
The interviews were conducted in Greek and were translated to English using back 
translation. Back translation is a common quality check in cross-cultural studies that 
entails the translation of a translated text back into the language of the original text (e.g., 
Baldacchino, Bowman, & Buhagiar 2002; Abdel-Khalek, 2003). In this study, the 
researcher conducted the translation of the interview transcripts from Greek to English, 
and once all personal information was altered or removed, three translated transcripts 
were given to an independent bi-lingual translator who translated three random 
paragraphs back to Greek with no reference to the original text. The original and the back 
translated texts were not identical, but their differences were related to sentence structure 
rather than meaning. Consequently, participants’ quotations used in the results section 
were checked by an independent translator for accuracy of sentence structure in English.
Ethical Considerations
Ethical approval for the study was obtained by the School of Human Sciences Ethics 
Committee of the University of Surrey (see appendix 1). The British Psychological 
Society’s (BPS) ethical guidelines (2006) formed the resource through which ethical 
issues were addressed and evaluated throughout the process of this study. The primary 
ethical issues arising from this study were: obtaining informed consent, protecting 
participants from harm, and safeguarding participants’ confidentiality.
All participants were informed in advance about the study procedures and their rights for 
participating in the study. On the day of the interview, participants were given the 
opportunity to bring up any queries about the study before signing an informed consent 
form. Interviews were audio-recorded (digitally) and lasted between 60 and 120 minutes; 
no participant became distressed while talking about their experiences. Furthermore, 
interviews were transcribed verbatim by the researcher and the real names of people,
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organisations, and places were replaced or removed to protect participants’ 
confidentiality.
Analytic Approach
The approaches for analysing narratives seem to fall into two main categories, some 
focusing primarily on content and others focusing on the form of a narrative - how a story 
is conveyed and develops temporally (Elliott, 2005). As the aim of this study was to 
explore the participants’ experiences throughout therapy, emphasis was given on 
analyzing the participants’ stories in terms of their form and their temporal development.
Murray (1997, 2003) offers a holistic approach to the analysis of narratives examining 
their form and their temporal development. According to his approach, all narratives were 
analysed at both the descriptive and interpretative level.
At the descriptive level, narratives were individually summarised and their temporal 
development in terms of their beginning, middle, and end was highlighted. For the first 
stage of the interpretative level of analysis, Murray (1997) draws from the theory of 
Gergen and Gergen (1984), who provide a framework for the analysis of narratives in 
terms of their spatial development towards a desired goal. Gergen and Gergen (1984) 
propose three prototypical narrative forms: progressive (where the narrative links events 
in such a way that the protagonist achieves or moves towards his/her goal); regressive 
(which is the opposite of the progressive); and stable (where the narrative links events in 
such a way that the protagonist’s position remains essentially unchanged with respect to 
the evaluative position). Furthermore, they argue that three fundamental options can lead 
to a number of combinations such as a tragic narrative (where a progressive narrative is 
followed by a regressive narrative), a happy ending narrative (where a regressive 
narrative is followed by a progressive narrative), or a romantic narrative (where there is a 
series of progressive and regressive phases).
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Accordingly, at the first stage of the interpretative level of analysis each narrative was 
analysed according to its direction towards the narrator’s desired goal and defined as 
progressive, regressive, stable, or a combination of these forms (e.g., tragic, romantic, 
happy ending). Finally, at the second stage of interpretative analysis the narratives were 
analysed at personal, interpersonal, and societal level. The aim of this stage was to 
examine the way narratives were embedded in their social and cultural context and to 
identify societal assumptions and commonalities on which the personal narratives were 
based (see appendix 3: data analysis sample).
Credibility Checks
Many of the traditional criteria for evaluating the quality of scientific research, such as 
reliability and validity, are relevant to quantitative methodologies yet are inappropriate 
for evaluating qualitative research because of the epistemological differences between the 
two approaches (Henwood & Pidgeon, 1992). However, this does not mean that 
qualitative methodologies do not prescribe to ensure the quality of the data and the 
analysis (Smith, 1996). Elliott et al. (1999) suggests a number of criteria that are common 
among different qualitative methodologies, such as grounding interpretations in examples 
and providing credibility checks. In this paper, themes and interpretations were illustrated 
by extracts from the participants’ transcripts, allowing readers to appraise the fit between 
the author’s understanding and the data, and also providing the opportunity for alternative 
explanations. In addition, the analysis’s credibility was checked by two experienced 
social psychological researchers, not with the assumption that this would produce 
consensual and definitive readings of the data but in the hope that it would enable the 
‘groundedness’ of the analysis to be checked and any discrepancies or overly 
idiosyncratic interpretations by the original analyst to be identified. Finally, a first draft 
of the results section was sent to the participants asking for their feedback (see appendix 
4). No alterations were suggested by any of the participants.
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RESULTS
A) Narrative forms
Three main narrative forms were identified in the participants’ stories: therapy as 
progression, therapy as tragedy, and therapy as dialectic conflict. Of the five narratives in 
this study, two had a progressive form, two a dialectic form, and one a tragedy form. The 
clearest examples of the first two narrative forms are described in detail below. The 
participants’ quotations have been edited to avoid repetition. In these quotations empty 
square brackets indicate where material has been omitted [ ]; clarificatory information 
appears within square brackets in italics [for example]; and three dots ...indicate a pause 
in the flow of speech.
A.l) Therapy as happy ending
Two of the participants’ accounts had a progressive form. Both narratives were 
characterised by a movement towards the participants’ desired goal (the narrative form 
resembled a / line). Both participants began their accounts by describing an initial crisis 
which was later resolved through psychotherapy. In both cases the therapists were 
described as accepting and caring of the participants, had an awareness of gay specific 
issues, and held an actively positive stance towards homosexuality.
Stratos’s Story
Stratos was a 31 year old Greek gay man. At the time of the interview he had been in 
individual psychotherapy for the last two years with a female heterosexual therapist. He 
reported that he sought psychotherapy after a one-night stand where he thought that he 
might have contracted HIV. When he found that he had to wait for at least two months 
before he had a test, keeping it secret from his long-term partner led him to a personal 
crisis. After his initial attempt to resolve his crisis through prescribed psycho-medication 
failed, he considered seeking psychotherapy. His account did not have a clear ending as 
he was still in therapy. Stratos described a long history of traumatic events, including
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being bullied at school and called names at home by his father because of his sexuality. 
Stratos also described some of the main milestones of his adult life, including leaving 
home, gaining gay experiences, coming out, and engaging in a long-term gay relationship. 
However, all of his milestones were described as battles where he was confronted with 
external societal pressures of stigmatisation and suppression, as well as his own 
internalised shame for his sexuality.
Stratos’s story began with a description of his frustration with the difficulties in the 
relationship with his partner, which led to an impulsive one-night stand where he thought 
he might have contracted HIV. Based on his previous experiences of being stigmatised 
and alienated because of his sexuality, the potential scenario of being double stigmatised 
as gay and HIV positive seemed to have led Stratos to a personal crisis. His main fear 
seemed to be that he would lose any remaining support or relationships he had in his life, 
and primarily his partner.
"I totally freaked out ...the next day I called all the pharmacies I could reach 
asking for any test that I could do. They told me that I would have to wait for at 
least two to three months...[ ]...! played in my mind what would happen if I was 
positive and told K [his partner] and he left me. I didn’t have anyone else. If my 
mother freaked out with me being gay, can you imagine if I went to her and said 
‘hi mum, I am gay and HIV positive’?”
While he considered being at the nadir of his life and tried to find a possible source of 
support, he encountered his psychotherapist. He initially expected that his heterosexual 
therapist would repeat the patterns he had experienced in the past with other heterosexual 
people and would make him feel shamed, bullied, or rejected because of his 
homosexuality. However, his experience was exactly the opposite, as he described a 
relationship where his sexuality was actively encouraged and supported.
“I think initially I was taken aback by a picture of a young girl. I guessed that it 
was her daughter. I remember thinking that she wouldn’t understand me and I
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became quite disheartened. But then I decided that the worse thing that could 
happen would be to tell me that she cannot help, so I just opened my mouth and I 
told her what had happened. I just waited for her to be freaked out and tell me to 
leave to be honest...[ ] ...although I think she is straight...at times she seems to be 
even more passionate about gay rights than I am and I like that”.
At the end of his story, Stratos described his overall experience from therapy as a rebirth, 
with powerful metaphors of the therapeutic space as a “womb” and the therapist as 
second “mother”. Stratos’s account ended describing his life having reached a new peak, 
being at its zenith.
“She [the therapist] came into my life at a time when I thought that everything 
had for me. At times I feel I wouldn’t be around if I continued the way I was, or I 
would go mad. There was a lot of pressure around me and a lot of it wasn’t even 
mine, and in therapy I was able to explore these things...[ ]...! know it sounds 
weird but in some ways I feel that she is like a mother to me ...[ ]...it [therapy] 
gave me a space to be myself, like a womb it gave me space to grow as a 
person...[ ] .. .and know that it’s ok to be gay”.
A. 2) Therapy as tragedy
One of the participants’ accounts had a tragedy form, characterised by a progressive 
beginning followed by a regressive middle and ending (resembling a / \  shape).This 
narrative was characterised by an initial sense of hope that therapy would provide 
guidance and support in dealing with issues of sexuality. However, although the therapist 
held an actively positive stance towards the participant’s homosexuality, gradually his 
lack of experience and knowledge of gay issues led the participant to disillusionment and 
a greater sense of isolation and hopelessness.
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Alex ’s story
Alex was a 23 year old Greek gay man. He received individual psychotherapy at the age 
of 21 for six months with a male heterosexual psychiatrist. At the time his psychiatrist 
also prescribed him medication for depression and anxiety. Alex reported that he sought 
professional help after he broke up with another gay man at his work-placement and 
became depressed. He reported that he initially considered receiving only psycho­
medication but accepted having psychotherapy after his psychiatrist suggested it to him. 
Alex was the second son in a family of two who lived with his mother and stepfather. He 
reported that at the time of therapy he had not come out to his family and therapy seemed 
the only source of support for him. Furthermore, Alex reported having very few friends 
and these were all heterosexual. Alex’s break up seemed to have confirmed his anxieties 
about the challenges of developing a gay relationship within a heterosexist and 
homophobic culture, under secrecy. In addition, the break up also seemed to stir up his 
insecurities about his body shape and confirmed his anxieties that he would be rejected 
within a “body conscious” gay community. Alex described that when he started 
psychotherapy his goals were to receive support and guidance with his depression and his 
anxieties about his sexuality.
Alex began his account by describing his initial impression of therapy as this was a novel 
experience for him. He described that he initially found the experience “soothing” and 
“intriguing.” At the time, therapy seemed the only place where he could talk openly about 
his experiences and his anxieties as a gay man, with a therapist whom he perceived as 
accepting and caring. This seemed to compensate for his initial distress about the 
experience of strict time and money boundaries in therapy. Alex believed that the time 
and money “constraints” contradicted the personal and intimate nature of the therapeutic 
relationship. He described that within the first months of therapy he gained insights into 
the different factors that seemed to contribute to his emotional difficulties with emphasis 
on his childhood and family relationships that he had not considered before. By the 
middle of therapy he reported that he reached a peak of “euphoria” where the severity of
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his depression and anxiety lessened. In his account Alex attributed his emotional “peak” 
to medication rather than therapy.
“...the experience initially was quite soothing and intriguing....[ ]... I felt that it 
was the only substitute for a meaningful relationship....we met twice a week for 
forty-five minutes. To be honest it was distressing for me because the time would 
run out very fast...[ ]... [because o f therapy] there was an awakening and an 
increased self-awareness for certain things that I seemed to avoid until that 
point.. .[ ] . . . in the middle of therapy I had an amazing peak with the medication I 
was on and felt an unexpected euphoria...”
Alex described that his “euphoria” lasted about three weeks. During that period he started 
to reflect on his experience of therapy and to question the therapist’s ability and his 
motives to help him. Although the therapist seemed accepting and listened to Alex’s 
experiences, he seemed to have little experience or knowledge of gay specific issues. He 
described that the therapist often told him that he learned from him on gay issues, which 
Alex experienced as “role reversal.” This role reversal increased Alex’s sense of 
hopelessness and isolation as he felt that the therapist was unaware of the unique 
challenges that Alex faced as a gay man, and that he could not help him.
“Unfortunately, I realised that I had a person who was just listening to me. I don’t 
know whether he was filtering what I was saying or not...[]...! remember that at 
times he was telling me that he was learning from me which revealed his lack of 
knowledge...it felt really, really bad. I felt like the roles were reversed....he was 
lacking a basic understanding of the realities of being gay so how he could help 
me?..”
Alex decided to end therapy a few weeks prior to the end of their initial six month 
contract as he experienced no progress. He argued that the experience of therapy 
confirmed to him that others would not understand him and would not be able to help him 
because of his sexuality, which increased his sense of isolation and loneliness. Alex
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described that at the end of therapy he felt emotionally at the same place as the beginning, 
apart from the “window” of euphoria in the middle.
“It was sad, but also a good reminder that I am on my own and that I have to find 
the strength to solve my problems alone...[ ]... prior to my depression I was 
feeling quite lonely....my depression was the result of feeling that no one could
understand me at the beginning of therapy there was a strong sense that this
person understood me....but gradually this sense faded away...[ ] . ..apart from the 
three weeks in the middle that I felt better...! started and ended therapy sad”.
A.3J Therapy as dialectic conflict
Two of the participants’ stories had a dialectic form. Gergen and Gergen (1984) describe 
this as a distinct narrative form, as it entails not one but two narrative lines. Also, the 
characteristic of this form is that the two narrative lines develop simultaneously, initially 
in a progressive orientation, until they reach a point of conflict (resembling a T  ^  shape). 
Two stories were identified having a progressive beginning followed by a dialectic 
conflict. Both participants reported that although they initially experienced progress in 
therapy, they gradually became aware that their therapist held a dialectically opposing 
position to their own, specifically on homosexuality. In both cases the conflict seemed to 
lead to stagnation on issues of sexuality as those were not addressed since the participants 
and their therapists seem to hold two different therapeutic agendas on issues related to 
sexuality.
George’s story
George was a 39 year old Greek gay man. At the age of 30 he started individual therapy 
with a heterosexual female psychoanalyst for six months, which later led to group 
analytic therapy with the same therapist; he has attended ever since. The group was open 
and its size varied between 6-9 members, all of whom were heterosexual. George 
reported that he sought psychotherapy when at the age of 30 he fell in love with another
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man and wanted to engage for the first time in an intimate relationship, which caused him 
anxiety. George was the only child in his family and was his parents’ caregiver. He 
described that although he had been aware he was gay since the age of 14, he had not 
come out to anyone and had not engaged in any intimate relationship until the age of 30. 
George argued that one of his main obstacles to an intimate relationship has been his 
anxiety about his body, as he had lost a lot of weight in adolescence and had excess skin. 
In addition, he argued that he had avoided having a surgical operation for his condition as 
he feared that if anything happened to him during the operation, there would be no one to 
care for his parents.
George began his story describing his progress in therapy over the first months, when a 
lot of significant changes took place in his life. He described that he came out for the first 
time, which was to his therapist. Furthermore, with the therapist’s encouragement he had 
the surgical operation. The operation turned out to have a profound positive impact on 
George’s confidence about his body, which led him to engage in a sexual relationship 
with another man for the first time. These changes seemed to have played a significant 
role in the development of a close therapeutic relationship with his therapist where 
George felt accepted and safe.
“...the progress in the first few months was significant...and, I had a sense of 
relief at being able to talk about these things with someone. I haven’t spoken to 
anyone else about being gay since then...and also she helped me with many 
things very quickly...[ ]...! did the operation within the first few months with no 
anxiety at all and that was a very impressive improvement...[ ]...it helped me to 
move on and have a relationship with a man for whom I felt quite erotic”.
However, George gradually became aware that his therapist held a very different 
understanding of his sexuality from himself. He described that the therapist perceived 
him as if he were a “closeted straight” and repeatedly challenged his sexuality while she 
actively encouraged him to try his “abilities” in heterosexuality. George argued that 
although changing his sexuality has never been a goal for him from therapy, he felt
185
flattered by the therapist’s perception of him as a straight man as it reinforced his sense of 
masculinity. However, in retrospect he realised that this was a “trap,” as the therapist’s 
agenda delayed his personal development as a gay man. In addition, George reported that 
the therapist’s position on his sexuality made him become withdrawn and avoid 
addressing personal issues in the group, as he felt exposed and unsupported as its only 
gay member.
“...she [the therapist] believed that I haven’t tried all my possibilities....that in 
some way I could be a closeted straight...[ ]...this was embedded in my mind, that 
she wanted me to be different, that she wanted me to be straight...of course I 
understood these things years later...I have fallen into this type of 
trap...[ ] ...because when she was telling ‘Well, how can you be gay?’....I liked 
to hear that, it didn’t bother me so I think at the time I considered it a 
compliment...so I believe that this actually delayed my process of accepting my 
own sexual identity because...in some way I was denying myself and her 
comments where almost like rewarding me for that...like telling me, ‘Well done 
for not being gay’...”
George argued that, regardless of the conflict with his therapist about his sexuality, he 
always felt he had a close relationship with her and he tried to rationalise her position on 
the grounds of her religious beliefs, her lack of knowledge, or her “strict” upbringing. At 
the time of the interview George reported that he considered terminating therapy as he 
felt that there was nothing more he could gain from this therapist. Also, he questioned 
whether the initial progress he experienced was in relation to his surgical operation and 
its positive impact on his confidence that led him to develop his first intimate relationship, 
rather than the therapy itself.
“I have and I always have had a good relationship with her...[ ] ...but I don’t 
think that there is anything more I can gain from this therapist....[ ] I experienced 
a sudden progress at the beginning of therapy and then I felt that things stayed 
static...so, I wonder whether for example...the main issue for me was the
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perception of my body which changed after the operation I had during the 
beginning of therapy..
B) Commonalities
There were two commonalities identified in most of the participants’ stories: (i) therapy 
as the only way out, and (ii) the only gay man in the room. These two commonalities 
highlight the interplay of culture and sexuality in the participants’ stories and its impact 
on their sense of self and their sexual identity.
B. 1) Therapy as the only way out
Four of the participants reported that they sought psychotherapy as it seemed their only 
potential source of support at the time.
First, looking at the triggers that led participants to seek psychotherapy, it seems that they 
all were closely related to their sexuality. Stratos reported that he sought psychotherapy 
after he believed that he was HIV positive and found that he had to wait for two months 
before having a test to find out. For the remaining three participants the triggers were 
related to gay relationship issues. Alex and Kosmas had experienced a recent relationship
break up, while George was faced with the opportunity to form his first intimate
relationship with another man.
Kosmas: “I have just ended a relationship.... I had it in my mind that it would be 
good to have therapy but I didn’t feel that it was something I had to do....but 
when things came up last summer I decided that it was time...I was feeling that I 
was losing the plot”.
George: "...the trigger was that I have met a man at the time which brought these 
issues for me...[ ] ...I didn’t know how to handle it”.
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In addition, all four participants reported that they sought psychotherapy after the failed 
to “handle” their difficulties on their own. Potential supportive networks such as family, 
colleagues, partners and friends where either not available or the participants identified 
specific reasons for choosing not to access them. For example three of the participants 
had not come out to their families at the time making it impossible for them to talk 
openly and ask for support. The same pattern applied to other supportive networks.
Kosmas: “...I couldn’t talk to my family about it...I was in a new job as 
well.. .therapy was the most important source of support for me...”.
Alex: “It was a very sensitive topic and at the time I couldn’t talk about it with my 
immediate circle, particularly my family....[ ]... I couldn’t talk openly about the 
relationship at the placement either since we worked in the same place, so I had to
suppress my feelings and keep my sadness inside [ ]...at the time, and
unfortunately it is still true, most of my friends were dispersed so I didn’t have the 
attention and the love that I needed...”
Also, in Stratos’ case, although he had come out to his family, this had brought friction to 
their relationship so he felt that it was unlikely to receive any support. In addition, as the 
trigger was related to having a one-night stand in a gay cruising area, he was ashamed to 
talk about it to his friends, and he was also scared to discuss it with his partner out of fear 
that he would abandon him.
B.2) The only gay man in the room
All participants reported that they were seen by a therapist who was heterosexual, and for 
three participants who had experience with group therapy they were also the only non­
heterosexual member in their group.
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The issue of difference in terms of sexuality within the therapeutic room, between the 
participants and their therapist and/or the other group members, held different 
significance for different participants and at different times in therapy. In addition, in 
their stories participants seemed to discuss their experience of difference from two 
perspectives; first, from the perspective of seeing themselves as different to other/s, and 
second from the perspective of seeing other/s as different to their own selves.
From the perspective of seeing themselves as different to their therapist and/or the other 
group members, all participants reported that initially they feared that they would not be 
understood or that they would be rejected because of their difference in terms of sexuality. 
This fear seemed intensified for the participants who joined therapeutic groups.
Kosmas: “...my main concern was how he [the therapist] would deal with my
I
homosexuality. ..I didn’t want to be preached to or judged”.
John: “I felt that it would be very difficult for them as heterosexuals to understand 
my experience...the suffering that I have gone through...or how I grew up and 
developed to be who I am...it is very difficult for a straight person to understand 
me...I felt that particularly some men would reject me in regards to my 
sexuality...but overall I felt that people from both sexes would have a difficulty to 
understand me”.
From the perspective of seeing others as different to them, whether the therapist and/or 
the group members, participants described both positive and negative expectations and 
experiences. For example, for Alex, the therapist’s lack of experience and knowledge on 
gay specific issues highlighted their difference in terms of sexuality, which Alex 
understood as an obstacle in the therapist’s ability to understand his experience and 
support him therapeutically.
Alex: “He was a doctor, married, with two kids...how he could understand me, 
how he could get into my shoes and experience my anxieties, my existential crisis
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about the future....the lack of understanding brought out the issue of his 
sexuality.. .that he was in a different position which created an obstacle to his 
understanding or his ability to help”.
In contrast, Stratos’s experience of his therapist’s heterosexuality as it took place in the 
context of a relationship where he felt accepted and approved seemed to be a healing 
experience, counterbalancing his earlier traumatic experiences of being bullied and 
rejected by heterosexual people.
Stratos: “I never thought that someone who hasn’t gone through what I have gone 
through as a gay person could really feel that way or understand how difficult it 
is...[ ]...Maybe, it is even more important that she is heterosexual and she is so 
accepting”.
Finally, in George’s case he also perceived as positive that the therapist was different 
from him in terms of sexuality. However, he experienced it as positive because he 
assumed that having a non-heterosexual therapist would be a “limited” or inferior option.
George: “...if she was a lesbian therapist and her mind was exclusively focused 
on issues of sexuality...she might not have handled as well other issues that are 
important...or the therapy could have been limited, which I wouldn’t have liked 
either”.
DISCUSSION
This section provides a summary of the main findings of this study. Furthermore, it 
critically examines the relationship of the main findings with the existing literature and 
their implications for clinical practice. Finally, this section discusses the limitations of 
this study together with suggestions for future research.
190
Findings summary
The aim of this study was to explore the psychotherapeutic experiences of a group of five 
gay men in Greece. It was found that participants experienced therapy either as a 
progression, tragedy, or dialectic conflict. Although all participants reported that they had 
close relationship with their therapist, three participants reported that their homosexuality 
was perceived as inferior to heterosexuality, or that it was not understood by their 
therapists (the participants who reported narratives with tragedy and dialectic conflict 
forms). These three participants also reported that they felt conditionally or partly 
accepted by their therapists, and that their sexual identity development was delayed or 
actively challenged in therapy. In contrast, two participants reported that they felt fully 
accepted by their therapists who also seemed to be knowledgeable and actively 
supportive of their sexuality (the participants who reported narratives with a progressive 
form). These two participants also reported that the development of their sexual identity 
has progressed in therapy. Furthermore, two commonalities were identified in most of the 
participants’ narratives: a) four of the participants reported that therapy was their only 
source of support at the time; b) all of the participants, whether in individual or group 
therapy, reported that they were the only non-heterosexual person in the room, which 
participants reported both as positive and negative.
Findings, existing literature, and implications for clinical practice
All participants in this study worked with a heterosexual therapist. This is in contrast with 
previous studies looking at gay men and lesbians’ (GL) therapist preference/selection 
where up to 41% had seen at least one GL therapist (e.g., Modrcin & Wyers, 1990; 
Liddle, 1999). Although it was not clear whether this reflected the participants’ 
preference or level of accessibility, it is significant that none of the participants reported 
that they had explicitly looked for a GL therapist. In addition, one participant explicitly 
expressed a negative preference in having therapy with a non-heterosexual therapist, 
assuming that he would receive limited or inferior therapy in comparison to a 
heterosexual therapist. This can be seen as an example of the participant’s internalised
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heterosexism, which in this form could limit therapist options. Also, this highlights 
potential difficulties for GL therapists in Greece to establish close therapeutic 
relationship with gay clients who might hold negative assumptions about the therapist’s 
abilities influenced by the overall negative societal climate towards non-heterosexuality. 
Greek therapists can address and explore these issues in therapy promoting gay clients’ 
greater awareness of their internalised heterosexism, and how it manifests itself and 
impacts the clients’ relationships with other non-heterosexual people in regards to issues 
of sexuality.
Furthermore, although the majority of the participants reported that they found their 
therapeutic experience helpful overall, only the participants who described narratives 
with a progressive form reported personal development in regards to their sexual identity. 
This seems to support the existent literature where up to 86% of gay, lesbian, and 
bisexual clients reported perceiving psychotherapy as helpful overall (Jones & Gabriel, 
1999); but as Mair and Izzard (2001) highlighted, often gay men’s experiences in therapy 
are silenced and/or not adequately explored.
In this study, the participant who described a narrative with a tragedy form reported that 
his therapist seemed to be like a blank slate on issues of gay sexuality, and that 
consequently he had to educate him. The therapist’s lack of knowledge seemed to 
reinforce the participant’s sense of being different and isolated in regards to his sexuality, 
increasing his sense of hopelessness. In addition, the two participants who described 
narratives with a dialectic conflict form reported that their therapists actively challenged 
their sexual orientation. Those therapists seemed to hold heterosexist beliefs about the 
superiority of heterosexuality over homosexuality, which they overtly communicated to 
their clients. It is important to highlight that both of these therapists were the only 
therapists identified by the participants as trained and practising within a psychoanalytic 
framework. Although psychoanalysis has historically validated and reinforced negative 
attitudes and beliefs towards homosexuality, as a theoretical framework it has developed 
and also includes gay-affirmative approaches (e.g., Drescher, D’Ercole, & Schoenberg, 
2003). It seems significant that those therapists seemed to practise psychoanalysis in
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ways that reflected broader negative societal attitudes towards homosexuality that led to 
the suppression or delay of the participants’ sexual identity development within therapy.
In terms of therapeutic effectiveness, Liddle (1999) found that heterosexual male 
therapists were perceived as less helpful in comparison to GL therapists and heterosexual 
female therapists. However, in this study, neither the therapists’ sexuality nor gender 
seemed to be critical factors in terms of the therapists’ perceived helpfulness. In this 
study, the therapist’s acceptance of the participant’s homosexuality, as well as the 
therapist’s knowledge of gay issues and his/her theoretical framework, seemed significant. 
In support of this, Eubank-Carter et al. (2005) argue that the therapist’s acceptance of a 
client’s homosexuality, although an important element, is not sufficient in itself for 
effective therapy with gay clients. They emphasise that the therapist’s knowledge of the 
specific issues that gay men face as well as in depth knowledge of the therapist’s own 
attitudes towards homosexuality, and how those might influence the therapeutic practice, 
are important.
Finally, as was highlighted by four of the participants in this study at times of crisis, 
especially in relation to issues of sexuality, psychotherapy became their only or main 
source of support. In the case of the participants who described a narrative with a 
progressive form, psychotherapy became not only a place where they received support to 
overcome their current crisis, but it also became a place of personal growth and 
development where wider negative societal dynamics were addressed and challenged 
rather than replicated. Some participants in this study reported that their therapist was the 
first person to whom they came out or that therapy represented the only place where they 
could be open about their sexuality. It seems important to highlight that, at the time of the 
interview, three of the participants had not come out to their families and the remaining 
two participants who had come out reported that their homosexuality was silenced in 
their families. Therapists are in a unique position to address their gay clients’ needs from 
therapy and facilitate the development of a healthy gay identity, particularly within a 
wider negative societal climate (Bieschke, Perez, & DeBord, 2007).
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Study limitations andfuture research
Limitations of this study must be acknowledged. This study is based on a small sample of 
participants at a certain time and within a given cultural and social context. On this basis, 
the findings of this study are limited and cannot be generalised to the rest of the 
population of gay or non-heterosexual psychotherapy clients. The present study 
represents an initial exploration upon which other researchers can build in addressing 
further the cultural and methodological limitations of the existent literature.
Furthermore, due to the limited timeframe of this study, the participants’ narratives were 
retrospective and data were collected through single interviews. Another approach for 
data collection could be the use of diaries or personal logs where participants could 
monitor their progress and experiences in therapy in “real-time,” producing more in- 
depth and richer information.
In addition, this study was based on the experiences of gay men who were not currently 
diagnosed with a mental illness and were between the ages of 23-39. It would be also 
important to explore the narratives of older gay men, of gay men who suffer from severe 
mental illness -  and the potential impact of the double stigma, and of other non­
heterosexual groups in Greece such as lesbians, bisexuals, and transsexuals.
Finally, with regards to data collection, although face-to-face interviews can produce rich 
data, in this study the dual role of the interviewer as a researcher and a therapist might 
have prohibited some participants from expressing some of their experiences with their 
therapists. Although every effort was made to address this issue explicitly with every 
participant before and during the interview, an alternative method that could address this 
potential limitation could be the use of a focus group as the main/or additional data 
collection method in a future study in this area.
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CONCLUSION
This study’s possible impact and importance could be recognised in two ways: first, it 
expands the current knowledge base in the area of sexuality and psychotherapy by 
addressing methodological and cultural limitations of the existing literature; second, this 
study gives voice to and represents a group of people whose experiences and opinions are 
suppressed and silenced in the wider Greek society. It is hoped that this paper informs 
and raises awareness for practitioners, researchers, and non-heterosexual clients of the 
multiple influences (personal and cultural), that can either hinder or facilitate change and 
personal development within therapy, particularly within an overall negative societal 
climate towards homosexuality.
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Appendix 2
Interview Schedule
The psychotherapeutic tales of five gay men in Greece. A narrative analysis 
Introduction
Prior to the interview, the researcher will remind the participant of his right to withdraw 
at any point during the interview and before the submission of the study.
“Thank you participating to this study. I  would like to remind you that the focus o f 
this study is your experience o f psychotherapy. As you remember in the consent 
form you have signed you can withdraw from the study at any point before its 
submission. Also, i f  at any point during the interview you feel distressed you 
should let me know. At any point you can stop the interview and/or withdraw from 
this study without having to explain your reasons. Before we start do you have 
any questions that you would like to ask me before we begin? ”
The interview procedure can be seen as separated in two phases. The interview will start 
with an initial question that will probe the participant to tell uninterrupted his story. This 
question is adapted by Campbell-Breen’s (2004) study.
“Can you please tell me in your own words your experience o f psychotherapy? 
You can talk about what was the reason you sought psychotherapy, about your 
therapist, important/critical incidences in therapy and the impact they had on you?
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These are some examples o f what you might want to talk about. I  will listen first 
and I  might ask you a question i f  lam  not clear about something”.
Then, if required, the researcher will ask open, non-directive questions to explore and 
probe for richer, more in depth information and fill in gaps of the participant’s story. The 
aim is that the interview encourages the participant to take control of what is spoken 
about, but also ensures that in depth and rich information is collected. This phase of the 
interview is structured in an open and flexible way, rather than a rigid and prescriptive 
one. The following questions are potential questions that the researcher might ask the 
participant depending of his story. The questions are divided in three broad groups: “prior 
to therapy”, “during therapy”, and “after therapy”.
Prior to therapy
8 What was the reason you went to therapy?
9 Did you have any concerns/expectations at the time about going to therapy?
10 How did you choose your therapist?
During therapy
11 Did you know of your therapist’s sexual orientation?
o How did you find out?
o Did it matter for you the sexual orientation of your therapist? 
o Do you know the theoretical orientation of your therapist?
12 Do you remember of a specific incident that you perceived as beneficial?
o Can you describe in detail what happened?
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o What was beneficial about it for you? 
o Do you remember at what stage in therapy was this incident? 
o What did you do, felt, thought at the time? 
o What was the impact of this incident in your life story? 
o What this incident says about who you are or were as a person? 
o Did this incident change the therapeutic relationship in any way? 
o Did this incident change you as a person in any way?
13 Do you remember of a specific incident that you perceived as harmful?
o Can you describe in detail what happened? 
o What was harmful about this incident for you? 
o Do you remember at what stage in therapy was this incident? 
o What did you do, felt, thought at the time? 
o What was the impact of this incident in your life story? 
o What this incident says about who you are or were as a person? 
o Did this incident change the therapeutic relationship in any way? 
o Did this incident change you as a person in any way?
14 How long have you been in therapy?
15 How did therapy end?
After therapy
16 What do you think overall was the impact, if any, of therapy in your sense of 
yourself or your overall life story?
o Did it make any difference in regards to your sense of yourself as a gay 
man? How?
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22 Is there anything else you think would be relevant to this study that we haven’t 
covered that you would like to share?
At the end of the interview the researcher will ask for the participant’s feedback about the 
interview
“We have reached the end o f the interview. I  wonder how was this experience for  
you? How do you feel now after the talk we had? ”
Also, the researcher will arrange the follow up telephone call the next day to answer any 
of the participant’s questions, if any, about the interview and ensure that the interview has 
not been emotionally distressing for the participant.
“At the Information Sheet’ I  gave you it described the procedure o f this study 
and what will happen after the interview. I f  you remember it said that I  will call 
you tomorrow to see whether you might have any questions about the interview or 
whether anything we talked about today might have been emotionally distressing 
for you. Is that ok with you? ”
Finally, at end of the interview the researcher will thank the participant for his 
participation to the study.
“Thank you very much for participating to this study. I  am grateful for your input 
and the time you gave me today ”.
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Appendix 3
Data Analysis Sample 
Step 1: Summary
Stratos was a 31-year-old Greek gay man. He reported a long history of being bullied and 
excluded at school for being different. He described an incident during his final year of 
high school, when the bullying caused him to change schools. However, within a week he 
was facing the same problems in the new school. In particular, he reported that a male 
student who was sharing a desk with him moved to another desk as he didn’t want to be 
associated with a “faggot”.
Stratos is the youngest child in a family of two with one older sister, and reported having 
a difficult relationship with his father. At the age of 12, while engaged in an argument 
with his father, he described how his father verbally attacked him by calling him 
“abnormal”. At the age of 19 he left home to work and live on his own. Although he felt 
both fear and excitement, he subsequently began exploring the gay lifestyle. He reported 
initially just walking outside the gay clubs and bars, and visiting gay cruising areas 
without becoming involved.
Gradually Stratos became more confident and began associating with other gay men, thus 
engaging in his first gay sexual experiences. He reported that his encounters with other 
gay men were primarily sexual and anonymous, though after an initial two-three year 
period he became tired of these encounters and wanted to engage in a more long-term 
relationship. While attending a training course, he engaged in a relationship with another 
man close to his age and taking the same course. Two years into that relationship, and at 
the age of 24, he came out to his mother, his sister, and his few close friends. Although 
his sister and friends were quite supportive overall, his mother reacted quite angrily and 
asked him to “leave” the house. Stratos described his mother’s reaction as one more 
rejection of his sexuality, similar to his previous experiences with his father and at school.
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Although he is close to his sister, he currently has a distant relationship with both of his 
parents.
About two years ago during a crisis in their relationship, after being monogamous for five 
years, Stratos describes having a one-night stand. During that sexual act he felt that there 
was an accident with the condom and became panicked about the possibility of an HIV 
infection. He inquired about an HIV test and was told that he would have to wait for at 
least 2-3 months. Stratos began to panic over prospect of being HIV positive as he didn’t 
have the support of his parents, and his partner could possibly leave him. Also, Stratos 
was anxious about keeping the secret from his partner for the 2-3 month period prior to 
the HIV test.
Initially he contacted a psychiatrist and made up a story for his anxiety in order to get a 
drug prescription of some psycho-drugs. However, after a week he still felt very anxious 
and decided to contact a psychotherapist. Initially he was quite sceptical, as he wasn’t 
sure how therapy could help him; he also felt that expensive psychotherapy wasn’t for 
people from his social class. Nevertheless, with some hesitation, he contacted a female 
psychotherapist. Stratos was initially put off when he saw the picture of a young girl at 
the psychotherapist’s office and concluded that this was the therapist’s daughter, which 
meant she was heterosexual and would reject him just like his past experiences. He 
described having given up his hopes for this therapist, and for the first time told his whole 
story as it happened, all the while waiting for a negative reaction by the therapist. While 
he was talking with her, he kept looking down as if ashamed, and the therapist asked him 
to look at her eyes. Stratos then described that when he looked at the therapist she seemed 
emotionally moved by his story, which he wasn’t expecting.
Stratos described this initial experience as a time of great distress for him, and critical for 
the development of a good relationship with his therapist. He and the therapist initially 
agreed to meet until the HIV test was complete. However, after the test came back 
negative, they agreed to continue working together. Initially Stratos found it difficult to 
believe the therapist could accept him for himself and that this was only part of her job.
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Later in his first year of therapy, however, he became unemployed and the therapist 
agreed to see him with no fee until he got a job. Stratos perceived this as a confirmation 
that the therapist accepted him as a person rather than only a client.
He emphasised that at times the therapist seemed more active in supporting the rights of 
gays and lesbians than himself. Also, he recalls that during their work he was able to 
identify his struggles as part of a wider climate of oppression and discrimination of gay 
men, which seemed to lend meaning to his suffering while bringing him a sense of 
belonging. Also, he described that he had the opportunity to explore the difficulties in his 
relationship with his parents.
Although Stratos describes the therapeutic relationship as life saving, he reported that 
there are things he leaves out of discussions with his therapist. In particular, he avoids 
discussing issues regarding sexual behaviour, such as sexual difficulties with his partner 
or sexual behaviours within a gay relationship. He explains that certain things seem ok 
within the gay culture, but might be too much for a heterosexual person. It seems he 
wants to avoid the possibility of being rejected by his therapist, even though there was no 
such indication when I asked him.
He described being in an open contract with his therapist, valuing their sessions more 
than other things in his life trying, and trying to get the money to continue. Also, he 
described the relationship with his therapist as based in love, which he described as 
“motherly” love; this may relate to his difficulty to talk openly about sexual matters with 
the therapist.
Overall, Stratos describes therapy as having a positive impact in his life, as he started at a 
time of crisis, which became an opportunity to develop and gain a greater sense of his 
identity as a gay man and feel accepted as a person within the therapeutic relationship.
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Step 2: Beginning, Middle and End
Stratos was a 31 year old Greek gay man. He reported feeling excluded and bullied at 
school. In high school he changed schools because of the bullying. However, he 
remembered that within the first week in his new school the person sitting next to him 
moved to another desk. Later another classmate told him that the student had moved 
because he knew that Stratos was a “faggot”. Also, at home Stratos reported a volatile 
relationship with his father, and during a verbal argument at the age of 12 his father told 
him he was “abnormal”. He left home at 19 to live on his own. He reported that during 
this time he felt free to explore his sexuality with a mixture of both fear and excitement. 
Stratos described suffering his whole life from being ashamed for being gay and his fear 
of being publicly humiliated as he had experienced at school. He also reported that during 
the period of his sexual exploration, his first sexual encounters were in parks with 
anonymous, one-night stands. However, after two years and at the age of 22, he decided 
that he wanted a more stable relationship, although he still hadn’t came out to his family 
and his few close friends. At this time he met his first boyfriend, and they are still 
together. He reported that his partner was more open and comfortable with his sexuality 
than Stratos. At age 24 Stratos then came out to his mother, sister, and his close friends 
but not his father. His mother reacted negatively to the news and asked him to leave. The 
rejection he felt has affected their relationship to this day. Also, his issues with shame 
have caused a lot of conflict within his current relationship, as every time they go out he 
tries to hide that they are a couple out of his fear of being bullied.
Beginning
Stratos’s account starts with the difficulties he experienced throughout his life for being 
gay and being treated differently by others whether at school or at home. He describes 
two critical incidences, one at school where he was bullied and one at home where he 
was verbally attacked by his father.
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“...I think it was the first time I felt that even if I am gay...I mean I was 
seventeen at the time, I thought that even if I am sod off, accept me or leave 
me....but it wasn’t only at school, similar things happened at home as well....I 
remember I had a fight with my father...! can’t even remember the reason...but I 
am sure it was something totally trivial....anyway, the whole thing escalated and 
he turned in front of the whole family and screamed at me ‘you are 
abnormal’...[...] I remember the rage I felt....! was so angry with him. I guess I 
was also angry with myself for being something that nobody liked.”
Stratos also describes his difficulty in coming to terms with his sexuality, even after he 
left his home in early adulthood because of his sense of fear and shame.
“...gradually the need to have sex became much stronger than my fear so I went 
at some point at a park at night....It was exciting and scary...[...] I didn’t do 
anything for months after going to the park and there was always a lot of guilt the 
next day. Feeling disgusted about myself and about the park...but then at night I 
would go there again...[...] It was quite lonely, I didn’t have a lot of friends...! 
still haven’t came out to the two-three friends I had from school and I was too 
ashamed to tell them about my trips to the park...so it felt that I was living a 
double life...[...] All the secrecy and the anxiety started to make me tired”.
Also, Stratos describes how engaging in a long-term relationship with another gay man 
helped him become more open about his sexuality and to come out to his mother, sister, 
and close friends. However, he also described how his deeply rooted sense of shame and 
anxiety still influences his relationship with his partner.
“ ...I think before [therapy] I was very tense with K [his partner] whenever we 
were outside in the public. I was afraid that others would pick up that we are a 
couple and they would bully us or whatever ...Tthink this constant tension and 
anxiety damaged a lot our relationship”.
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Middle
Stratos then talks about the incident that led him to seek psychotherapy. Following a 
holiday trip with his partner that led to a crisis, Stratos felt that their relationship was at 
its end and he got quite depressed. During this time it seems he tried to soothe himself by 
having a one-night stand. However, he believed the condom might have broken during 
the sexual act and became panicked that he might have been infected with HIV.
“I totally freaked o u t.. .the next day I called all the pharmacies I could get asking 
for any test that I could do to find out: They told me that I would have to wait for 
at least two-three moths before I could take the HIV test and that was it for me I 
guess. I started to get so panicky..."
Stratos’s main fear of being HIV infected seemed to center around rejection and 
abandonment.
‘T played in my mind what would happen if I was positive and told K and he left 
me, I didn’t have anyone else. If my mother freaked out with me being gay 
imagine if I went to her and said ‘hi mum, I am gay and HIV positive’...”
Out of his fear to disclose this information to his partner, Stratos tried to keep it a secret, 
although he became anxious and avoided any sexual contact with his partner until he had 
the HIV test. He then saw a psychiatrist who prescribed him a medication for anxiety 
although Stratos told him a made up story. However, as the medication didn’t help reduce 
his anxiety, he contacted a psychiatrist who told him he could do nothing more for him 
until the test. At that point, and with hesitation, Stratos decided to seek a psychotherapist.
“I called a therapist that she was some distance from my area and she picked up 
the phone. The first time I put it down as I felt very embarrassed. But I tried 
again... [...]... Initially I thought of putting the phone down again but even in that 
state I knew I didn’t have a lot of options..... So I decided to actually go but I had
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in my mind to make it a one off. I wasn’t sure how it could help me anyway. I 
went to the appointment”.
Stratos discusses his first impression of the therapist and his assumptions when he saw 
the picture of a young girl in her office.
“She seemed quite friendly...[ ...]...I think initially I was taken back by a picture 
of a young girl, I guessed that it was her daughter. I remember thinking that she 
wouldn’t understand me and I got quite disheartened. But then I decided that the 
worse thing that could have happened would be to tell me that she can not help 
me, so I just opened my mouth and I told her what has happened. I just waited for 
her to be freaked out and tell me to leave to be honest. I wasn’t looking at her as I 
was so ashamed...”.
Stratos describes how after he finished his story the therapist asked him to look her, at 
which point he saw that she was emotionally moved and began to cry. This incident 
seems to be critical for the development of the therapeutic relationship between the 
therapist and Stratos, as it disconfirmed all his fears and his previous experiences of 
being rejected for his sexuality. Particularly in that state he was quite vulnerable. They 
agreed to meet until Stratos took the HIV test, and he was also given the option to contact 
the therapist outside their sessions if he felt overwhelmed. This seemed to have helped 
him until he completed the test, and he reports about that time: “I don’t know what I 
would have done without her.” Even when the test came back negative they agreed to 
continue working together. Stratos talked in a positive tone about his therapist and his 
experiences with her.
“ ...although I think she is straight...[...]...at times she seems to be even more 
passionate than me about gay rights and I like that. I never thought that someone 
who hasn’t gone through what I have gone as a gay person can really feel that 
way or understand how difficult it is...[...]...she came at a time I thought that 
everything has ended for me. At times I feel I wouldn’t be around if I continued
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the way I was, or that I would have gone mad. There was a lot of pressure around 
me and a lot of it, it wasn’t even mine and in therapy I was able to explore these 
t h i n g s . . . T a m  sure she has her limitations and she does mistakes...she is a 
human after all, but with me she has been perfect, even when she doesn’t know 
something she will be open about it”.
Stratos explicitly described the relationship with his therapist when I asked him what has 
been most important for him.
“I mean it’s a form of love isn’t? Not erotic love but kind of motherly love. I 
know it sounds weird but I feel that she is like a mother to me in some ways...”
However, although Stratos talked positively about his therapist and feeling accepted by 
her, he still admitted being afraid to bring up some topics in their discussions, particularly 
in relation to the issues of gay sex.
“I talk about these things only with my closest friend who is also gay and I know 
his stuff as well. So I don’t feel embarrassed...! mean if she was a gay therapist it 
might be even more difficult or easier I don’t know....! feel that I would push it 
too far...[...]...! guess I am afraid that I don’t want her to freak out with me”.
Finally, it was interesting to note Stratos’s shift in his beliefs about the therapist’s 
sexuality after his experience with this particular therapist seemed to be more neutral.
“Maybe before meeting her [the therapist] I would think it might have been 
important [the therapist’s sexuality] but now I don’t really care. It’s more 
important to me how she is with me in our sessions rather than what she is doing
in her personal life to be honest I probably like that I don’t know her
personally at this level.. .at the end she is my therapist, she is not a friend.
Maybe it’s even more important that she is heterosexual and she is so accepting”.
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End
Stratos was still in therapy at the time of the interview, although in the beginning he 
wasn’t meeting with the therapist on a weekly basis. He had been seeing the same 
therapist for almost two years. He was not sure whether the therapist followed a specific 
therapeutic approach or what approach that might be. At various points in his story he 
reflected on the impact therapy has had on him. The therapist’s acceptance of Stratos as a 
person seems to have been one of the most important things for him.
“Having someone who accepts you. No matter who you are or how you are, 
knowing that someone accepts you....this has saved my life....Even my mother 
had difficulty to accept me and S [the therapist] has been there for me. That’s 
very important thing for me...”.
About his relationships with others and particularly with his partner, Stratos said: “I think 
being open with her [the therapist] helped me start getting more open to others in general, 
and be more relaxed with K [his partner]". Also, Stratos talks about the impact of his 
relationship on his sense of self and his sexuality when he describes therapy as a space of 
personal development that neutralised some of his previous negative experiences, almost 
like a “womb”.
Step 3: Structure
The structure of Stratos’s account is a “happy ending” story, where a regressive narrative 
is followed by a progressive one. Stratos described his early life as quite problematic with 
being bullied and having to change schools. He recounts, “I suffered quite a lot”. 
However, his problems did not end there, as at home as well he faced similar issues when 
his father called him names, stating “[he] screamed at me ‘you are abnormal’”.
When he left home at the age of 19 he seemed to have more control and space to explore 
his sexuality, however, there were still problems. Now he was facing problems more in 
relation to the negativity and shame he had internalised, “...there was always a lot of
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guilt the next day. Feeling disgusted about myself...”. Until the age of 24, when he came 
out to his mother, sister, and friends, he reported leading a double life. This was 
emotionally taxing, and he stated “the secrecy and anxiety started to make me tired”.
However, coming out didn’t come without problems, as his mother’s reaction was quite 
negative and unexpected for him, “I didn’t expect the reaction she had”. Stratos reported 
that his mother asked him to leave the house when he told her he was gay. This incident 
created a distance between Stratos and his mother, “If she doesn’t want a gay son, I don’t 
want a homophobic mother.”
Also, Stratos discusses his relationship with his partner as being quite problematic, as he 
often feels quite tense in public out of fear that others will find out. This seems to have 
led to a fight two years ago after they had been on holiday together. Stratos thought that 
they would split up, and in a state of depression he had a one-night stand and became 
panicked that he might have been infected with HIV. This seems to be the lowest point, 
as Stratos described his fears of potentially being abandoned by the only person he felt 
was his support. He remembered, “I played in my mind what would happen if I was 
positive and told K [hispartner] and he left me. I didn’t have anyone else”.
After a few failed attempts to find support while waiting to have an HIV test, he reported 
finding a female therapist. Stratos’s account from this point on became a progressive 
narrative, as events lead him in to achieve his goal of being accepted and able to relate to 
another person. He reported the connection with his therapist from their first sessions, 
saying “I don’t think I have ever cried in front of another person, ever in my life until 
then, and I needed it”. Stratos describes his encounter with this therapist as a life 
changing experience: “she came at a time I thought that everything had ended for me. At 
times I felt I wouldn’t be around if I continued the way I was, or that I would have gone 
mad.” Gradually Stratos recognised positive changes in himself and in the way he related 
to his partner because of his experience from therapy: “I think being open with her helped 
me start getting more open to others in general, and be more relaxed with K [his 
partner]...”. Stratos reflects on his experience of therapy so far as a place where he
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developed as a person through the quality of the relationship with his therapist: “I mean, 
it’s a form of love isn’t? Not erotic love but a kind of motherly love. I know it sounds 
weird but I think it feels like a mother to me in some ways...[...].. .it [therapy] gave me a 
space to be myself, almost like a womb it gave me space to grow as a person...[...]...and 
that it’s ok for me to be gay”.
Step 4: Personal, interpersonal and societal levels of analysis
At the personal level of analysis Stratos talks about the challenges of growing up as a 
gay man in Greece, and trying to develop a sexual identity that has been attacked from an 
early stage in his life. Stratos describes an almost constant battle to become himself that 
has left him with limited contact or support from his parents and with a limited 
supportive network of friends. Under these circumstances the potential attack to his body 
by the HIV virus put him in a position where he might have even lost what he perceived 
as his only support, which brought him to a state of panic. As he felt totally isolated in 
this new battle with a potential virus threatening his whole identity, he came across a 
therapist who accepts him as a person. Stratos describes the experience almost as 
rejuvenation or rebirth. Stratos’s narrative at a personal level switches from one of 
conflict, isolation, and destruction to one of connectedness and construction.
At the interpersonal level of analysis, Stratos’s narrative refers throughout to his need to 
be accepted and relate to others, but also to his fear of being rejected and discriminated 
against. Stratos’s account also highlights his sense of loneliness and isolation as a result 
of others rejecting him, but also because of his hesitation to open up to others out of his 
fear of being rejected, whether with his partner or his therapist.
At the societal level of analysis, Stratos’s account is the story of a gay man growing up in 
a heterosexist and homophobic culture where at school he is called “faggot” and at home 
his own father calls him “abnormal”. With limited support, and in a negative climate, 
Stratos tries to develop his gay identity in secrecy and anonymity to avoid being attacked, 
bullied, and rejected. Also, in this process it is not only the overall societal aggression 
and fear about homosexuality that he has to cope with, but also his own, internalised
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sense of shame and fear. Having to act on his sexual identity in secrecy puts a strain on 
his long-term relationship with another man, and also puts him in danger as he goes to 
meet other gay men in parts of the city that are unsafe and where he has little control. The 
accident with the condom and the lack of a supportive service for people in a situation 
like Stratos’s seems almost a punishment he has to deal with on his own, as if it is solely 
his responsibility.
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Appendix 4
Credibility Check Invitation Letter
Dear [Name]
I hope this message finds you well.
Thank you very much for taking part in the study: “The psychotherapeutic tales of gay 
men in Greece: A narrative analysis”. I felt extremely privileged to hear such a rich, 
honest and detailed account of your psychotherapeutic experiences.
Following the interviews I had a lot of data to analyse. I felt great responsibility trying to 
ensure that I have identified the main points in your account, and that I addressed 
accurately the commonalities and differences between the participants’ different accounts.
The process of distilling a meaning out of such a complex experience such as the 
psychotherapeutic encounter felt at times daunting. There are many paths and ways to 
perform this task. I have attached to this message a first draft of the analysis section of 
the study. It represents my own attempt of making a meaning of the data I had. All the 
names have been changed and I have given you the pseudonym of [Pseudonym].
If you have any comments or feedback about this draft, it would be very valuable to me. 
You can write your comments on the draft (please use different colour or fond size for 
your comments so that I can identify them easily), or write them separately. I will try to 
incorporate any suggestions you might have to the final report.
Please keep in mind that you do not have to make any comments. It is voluntary. Also, 
taking the opportunity I would like to remind you that you are free to withdraw consent 
from participating in the study at nay time should ' you wish to do so. 
Thank you for your participation and time.
With kind regards,
Dimitri Spiliotis
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contributors.cfm
Description: Psychology and Psychotherapy: Theory Research and
Practice (formerly The British Journal o f Medical Psychology) is an 
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their psychological treatments.
Publisher: British Psychological Society Publications
Instructions for Authors:
1. Circulation
The circulation of the Journal is worldwide. Papers are invited and encouraged from 
authors throughout the world.
2. Length
Papers should normally be no more than 5000 words, although the Editor retains 
discretion to publish papers beyond this length in cases where the clear and concise 
expression of the scientific content requires greater length.
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3. Reviewing
The journal operates a policy of anonymous peer review. Papers will normally be 
scrutinised and commented on by at least two independent expert referees (in addition to 
the Editor) although the Editor may process a paper at his or her discretion. The referees 
will not be aware of the identity of the author. All information about authorship including 
personal acknowledgements and institutional affiliations should be confined to the title 
page (and the text should be free of such clues as identifiable self-citations e.g. 'In our 
earlier work...').
4. Online submission process
1) All manuscripts must be submitted online at http://paptrap.edmgr.com.
First-time users: Click the REGISTER button from the menu and enter in 
your details as instructed. On successful registration, an email will be sent 
informing you of your user name and password. Please keep this email for 
future reference and proceed to LOGIN. (You do not need to re-register if 
your status changes e.g. author, reviewer or editor). 
Registered users: Click the LOGIN button from the menu and enter your 
user name and password for immediate access. Click 'Author Login'.
2) Follow the step-by-step instructions to submit your manuscript.
3) The submission must include the following as separate files:
o Title page consisting of manuscript title, authors' full names and 
affiliations, name and address for corresponding author - Manuscript title 
page template
o Abstract
o Full manuscript omitting authors' names and affiliations. Figures and 
tables can be attached separately if necessary.
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4) If you require further help in submitting your manuscript, please consult the 
Tutorial for Authors - Editorial Manager - Tutorial for Authors 
Authors can log on at any time to check the status of the manuscript.
J. Manuscript requirements
• Contributions must be typed in double spacing with wide margins. All sheets 
must be numbered.
• Tables should be typed in double spacing, each on a separate page with a self- 
explanatory title. Tables should be comprehensible without reference to the text. 
They should be placed at the end of the manuscript with their approximate 
locations indicated in the text.
• Figures can be included at the end of the document or attached as separate files, 
carefully labelled in initial capital/lower case lettering with symbols in a form 
consistent with text use. Unnecessary background patterns, lines and shading 
should be avoided. Captions should be listed on a separate page. The resolution of 
digital images must be at least 300 dpi.
• For articles containing original scientific research, a structured abstract of up to
250 words should be included with the headings: Objectives, Design, Methods, 
results, Conclusions. Review articles should use these headings: Purpose, 
Methods, Results, Conclusions:
Psychology and Psychotherapy: Theory, Research and Practice - Structured 
Abstract Information
• For reference citations, please use APA style. Particular care should be taken to
ensure that references are accurate and complete. Give all journal titles in full.
• SI units must be used for all measurements, rounded off to practical values if
appropriate, with the Imperial equivalent in parentheses.
• In normal circumstances, effect size should be incorporated.
• Authors are requested to avoid the use of sexist language.
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• Authors are responsible for acquiring written permission to publish lengthy 
quotations, illustrations etc. for which they do not own copyright.
For guidelines on editorial style, please consult the APA Publication Manual 
published by the American Psychological Association, Washington DC, USA 
(http://www.apastvle.org V
6. Brief reports
These should be limited to 1000 words and may include research studies and 
theoretical, critical or review comments whose essential contribution can be made 
briefly. A summary of not more than 50 words should be provided.
7. Publication ethics
Code of Conduct - Code of Conduct. Ethical Principles and Guidelines (2004) 
Principles of Publishing - Principles of Publishing
8. Supplementary data
Supplementary data too extensive for publication may be deposited with the 
British Library Document Supply Centre. Such material includes numerical data, 
computer programs, fuller details of case studies and experimental techniques. 
The material should be submitted to the Editor together with the article, for 
simultaneous refereeing.
9. Post acceptance
PDF page proofs are sent to authors via email for correction of print but not for 
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